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One of the prerogatives of the chairman of any organ- 
ization seems to be that in his farewell address it is 
permissible for him to stray from the narrow confines of 
a strictly scientific path to the broader avenue of philos- 
ophy. My subject concerns the opportunities and respon- 
sibilities given to the physician and the surgeon to aid in 
the prevention of the war that seems to be daily drawing 
closer and to make obsolete the recourse to war as the 
attempted settlement of political and ideological differ- 
ences. This is a big order, a difficult assignment, but at 
the beginning I should like the purport of these remarks 
to be clear. 

I do not want to be in the category of the politician who 
had been addressing a large crowd of people at some 
political gathering in North Carolina for a considerable 
time. A man attracted to the scene asked one of the lis- 
teners on the fringe of the crowd, an interested farmer, 
“Is he making a good speech?” The farmer replied, “He’s 
making a powerful speech.” ‘““What’s he talking about?” 
asked the visitor. “He ain’t said,” replied the farmer. 

For a few moments, therefore, I would like to develop 
the following related thoughts: that only international 
understanding will prevent war; that physicians have a 
common language and enjoy the confidence of the people 
more than any other profession; that physicians know 
the true meaning of war better than anyone else; that 
politicians and statesmen and soldiers have thus far failed 
to prevent wars; and that physicians have a great oppor- 
tunity and obligation that they must seize and fulfill 
without further delay. 

Furthermore, I feel impelled to bring these thoughts 
to your attention for your critical evaluation and to 
stimulate your interest in this whole subject, because they 
represent an effort to ease the fearful burden that we are 
passing on to our children. From our fathers we inherited 
a world that was bright and full of promise. To our chil- 
dren we leave a world over which hovers the ever darken- 
ing cloud of a warfare so dreadful as to surpass the 
imagination, so dreadful that we seek to ignore it by fore- 


ing all thought of it into the background of our con- 
sciousness. We cannot sit by complacently; we must think 
of and plan constantly for ways and means to protect in 
the future those lives for which we are responsible. 


THE FUTILITY OF WAR 


“Important as preparedness for war may be, evidence 
is increasing that military success alone is no guarantee 
of peace. On the contrary, history would suggest that 
civilizations ultimately face extinction if war is their sole 
method for achieving international accord. Perhaps more 
important for our own security than perpetual mobiliza- 
tion is the assurance that the opposite shores of the 
Pacific, as well as the Atlantic, are in friendly hands. One 
of the most important instruments, properly used, in the 
cultivation of such friendly understanding is the role of 
medical education.” ' 

To every thinking man the futility and absurdity of 
war is so manifest that it is difficult to realize that this 
is not universally appreciated. Leonardo da Vinci dis- 
posed of war in two words, “Pazzia bestialissima” (the 
most bestial madness ). 

We have the very recent lesson of the inability of war 
to settle world problems when we reflect that, after vic- 
tory in World War I, we fought our former allies in that 
war, the Italians and the Japanese, in World War II; and 
when we reflect that, after victory in World War II, we 
are fighting in the Korean War against China and Rus- 
sia, two of our great allies in World War II. 

The farmers in North Dakota, in North Borneo, and 
in North Korea have the same basic desires: to have 
enough to eat, to have enough to wear, to have shelter 
over their heads, and to live in peace. The little Chinese 
peasant family, in that country that has always been 
until very recently our traditional friend, does not want 
to see its only son or any other member of his family go 
off to war any more than does the little American family. 
But none of these little families, whose sons do the fight- 
ing or who may themselves be blown to bits in this total 
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warfare, seem to have any voice in the decision to pro- 
voke or to commence a war in the present state of organ- 
ization of civilization. 

The late eminent biologist and philosopher, Dr. Edwin 
G. Conklin,” maintained that intolerance, bigotry, and 
prejudices were man-made and urged their elimination 
through the application of the true scientific spirit. The 
resemblances of all men, he believed, whether the Aus- 
tralian bushman or the philosophers of the most civilized 
countries, are greater than their differences. “Heredity 
is not responsible for social behavior, racial antagonisms 
are not born, but these antagonisms are carefully culti- 
vated and developed.” 

“We may be reasonably sure, from the history of 
evolution, that the societies which survive will be the ones 
that can change to meet new conditions; and that those 
which crystallize their philosophies and their societies in 
any fixed, dogmatic form are eventually doomed. The 
dinosaurs were large and powerful; but the dinosaurs are 
dead.” * 

Mind you, I believe in arming strongly against threat- 
ened aggression and in fighting when you are attacked and 
your family, your home, and your country must be de- 
fended. In World War I, at the age of 17, I volunteered 
for the Army in 1918 and attained the proud rank of 
corporal in the infantry. In World II, I served as an Army 
medical officer four years overseas in Australia, New 
Guinea, the Philippines and Japan, the last one and one- 
half years on the staff of General MacArthur. I am still 
a member of the active Army reserve. As an aside, | 
might add that I agree with my former commander that 
once war is joined there is no substitute for victory. 

But all this talk of war and chivalry does not preclude 
my thesis that by intelligent, coordinated, ceaseless effort, 
war as the settlement of political affairs can be made ob- 
solete. As Nicholas Murray Butler said, “To reject eter- 
nal peace as an absurdity and as something foreign to the 
creed or to the temperament of any people is to proclaim 
oneself a barbarian and an enemy to all mankind... . 
Physical force, terrorism, despotism cannot accomplish 
the high ends at which civilization aims. Intelligence, 
sound moral standards and the spirit of service can do 
so, always have done so, and will continue to do so.” 


PEACE THROUGH INTERNATIONAL UNDERSTANDING 


Shyness and unfamiliarity lead to misunderstanding, 
suspicion, and fear, which are largely responsible for the 
enmity that exists among individuals, communities, and 
nations today. If a driver blows his automobile horn at 
a motorist, he turns and scowls and looks upon the inci- 
dent more or less as a personal insult. However, if he 
recognizes the driver as a familiar face when he turns, 
his irritation and suspicion vanish and he waves gaily. So 
often the rather fierce, forbidding look on the face of a 
stranger is put there by shyness and as a protective re- 
action. A quiet word, a casual comment, and the for- 
bidding stranger becomes a genial companion. 

Lasting peace can be possible only when people under- 
stand each other; understanding can come only when 
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people can be given the opportunity to meet each other 
frequently, to listen, to talk, to discuss. The American 
people are great joiners and have a great affinity for 
traveling all over the country to meetings and confer- 
ences. Sometimes foreigners speak derogatively of this 
American characteristic, but it is a healthy custom. In 
Nashville, Tenn., I recently attended a meeting of the 
Society of Clinical Surgery, where members came from 
all over the country. In the same hotel was a national 
meeting of the African Violet Growers Association. They 
seemed to be having just as profitable a time and seemed 
to be spreading just as much understanding among them- 
selves as we in our society. 

Mr. Malenkov and almost all the high ranking mem- 
bers of the Soviet high command have never left Russia. 
No wonder they become introspective, ruminative, sus- 
picious, and fearful. Think how much good it would do 
Mr. Malenkov to travel around a bit and attend meetings 
such as we do, especially such a one as the African Violet 
Growers Association. 

Surgeons seem to travel more frequently and further 
to conferences than anyone else. I venture to say that had 
physicians and surgeons in 1861 been given the oppor- 
tunity to travel and to meet and discuss their problems 
and to know and understand each other as we do today, 
they alone could have prevented the incredible catas- 
trophy of our Civil War, rightly called by Adams the 
American Tragedy. 

Science and learning are truly international and there- 
fore should lead in creating international amity, so that 
scientific societies must take the lead in establishing co- 
operation and friendship among all nations. As an ex- 
ample of understanding resulting from free exchange of 
medical concepts, from frequent visiting in our medical 
circles, made easier of course by a common ancestry and 
a common language, is the close relationship between 
physicians and surgeons in the United States, Canada, 
Great Britain, Australia and New Zealand, and South 
Africa. I believe that our profession has played no small 
part in cementing the ties that exist between these coun- 
tries, so close that even the wild statements released by 
the irresponsible pseudostatesmen of both countries 
cause little more than a trickle of annoyance and amuse- 
ment over the calm surface of fundamental understand- 
ing that exists between us. We know and understand each 
other so well that we shall never fight a war on opposite 
sides. 

UNIQUE POSITION OF THE PHYSICIAN 


The trust and the confidence and the respect shown 
to the physician by his patients brings about a relation- 
ship that is unique. Even priests of the church cannot 
come so close to the man who is ill or whose family is 
ill as can the physician, who alone is familiar with the 
physical and mental requirements of his patients. He 
stands for hope and strength and is looked to for guid- 
ance and help. 

As physicians, then, we have deservedly or undeserv- 
edly won the confidence of the common man more than 
have any other professional workers. The common man 
believes that we understand his problems and that we 
earnestly want to help him. We seem to him like a father 
in the presence of his children. Our counsel is sought for 
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all sorts of perplexing problems in addition to those of 
illness. Such a relationship brings infinite power and 
infinite responsibilities. 

As physicians we have been educated and trained to 
prevent disease and epidemics, to cure and comfort the 
sick, to heal wounds, and to straighten the body. We, 
therefore, understand the dreadful ravages of war better 
than any other class of men. As physicians we have a com- 
mon understanding in our profession throughout the 
world. We speak the same language., 


Physicians’ regard for human welfare transcends their 
nationalistic feeling. In 1882, cholera, always lurking 
in India, sneaked across Egypt to Alexandria, and ail 
Europe was alarmed.** From France, Pasteur sent his as- 
sistants Roux and Thullier; from Germany went Koch 
and Gaffsky. The rivalry was keen between the two com- 
missions just as hatred was keen between Germany and 
France and just as bitterness was present between Pasteur 
and Koch. Each strove to beat the other in finding the 
cause of cholera. 

Then one day a telegram came to the Germans, “Thul- 
lier of the French commission is dead—dead of cholera.” 
Koch and Gaffsky immediately went over to their rivals 
and Koch was one of those who bore Thullier, the young- 
est of the investigators, to his last home. As he put wreaths 
over the wooden coffin, he said, “They are very simple 
but they are of laurel, such as are given to the brave.” 


Dr. Paul Hawley wrote me of another instance of this 
sort only last week. He stated that, when the Germans 
were driven out of Paris by our Army in World War II, 
the commanders of German military hospitals were 
ordered to sabotage their hospitals so that they would 
be unusable by the American and British forces. The 
German medical officers disregarded this order. In only 
one hospital was there any sabotage. In Hospital Beau- 
jon, a hand grenade had been exploded in the telephone 
switchboard. All the rest of the hospital was ready for 
immediate occupancy and use, with x-ray apparatus in 
perfect working order, instruments in order in their 
cabinets, etc. 

A PROUD RECORD 


Our inheritance as physicians is a proud one, and our 
accomplishments, attained under a free system of indi- 
vidual enterprise, in the fight against disease stand out 
as the bright hopes of developmental science as opposed 
to the questionable advantage of other scientific accom- 
plishments, such as the development of increasing speed, 
increasing explosive force, and increasing toxicity of 
chemical agents. As an evidence of their high regard for 
physicians, the general population has voted our profes- 
sion the only one subject to draft in the armed forces. 

The medical profession in countries throughout the 
world where adequate educational facilities are available 
has waged war successfully against such epidemic dis- 
eases and other human scourges as the plague, smallpox, 
cholera, rabies, malaria, typhoid, yellow fever, diph- 
theria, hookworm, pernicious anemia, diabetes, syphilis, 
tuberculosis, pneumonia, and local and general bacterial 
infection, to cite only a partial list of achievements. The 
conquests of surgery over pathological lesions and con- 
genital abnormalities of the abdomen, chest, brain, heart, 
and great vessels are well known to all of you. Time does 
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not permit the mention of victories over disease in the 
domestic animal and the plant domains. 

There are new frontiers for medicine, particularly for 
American medicine, because our country has assumed 
the leadership of all free nations. These are the oppor- 
tunities for medicine and physicians to become leaders 
in the field of medical statesmanship. Political statesman- 
ship and armed might alone have not proved equal to the 
task. The physician, because of his prolonged and con- 
tinued life of study, is trained to command. He seeks no 
political office and, because of that fact, his position tor 
influence is greatly strengthened. 


THE PHYSICIAN IN WORLD AFFAIRS 

The influence of physicians in public affairs has waned 
greatly in the past hundred years. There was a time 
when they were civic leaders as well as professional men. 
To that position they must return. But they cannot re- 
turn if they remain within the confines of their medical 
duties, pursuing blindly and furiously their limited objec- 
tives. First of all they must fulfil their primary function 
of healing the sick, of course, but they must raise their 
sights. They must use their intellect and their energy 
ceaselessly to plan and to act in this great struggle to pre- 
vent the destruction of civilization as we know it today. 

For the physician to remain strong and to increase his 
influence in medical and world affairs he must remain 
free and independent. Commenting on the triumphs of 
the medical profession over disease, Dr. W. Edward 
Gallie of Montreal stated, “And as I think of this glorious 
era, | cannot help wondering if it could have happened 
under state medicine. Would the fires of research have 
glowed as brilliantly under bureaucrat direction and 
political control as they have in the immediate past? 
Could management by the civil service have been as suc- 
cess:ul in attracting these bright young minds to the study 
and solution of the problems of health and disease? My 
experience with politics and the civil service makes me 
doubt it and makes me think that we should avoid at all 
cost the introduction of socialistic changes. . . . The 
spectacle of what is going on in England and New Zea- 
land with their schemes of state medicine, is quite enough 
to drive bright and clever young men into other fields 
of endeavour. At any rate there will be no sons of doctors 
entering medical school if state medicine comes. I would 
venture to predict that with the advent of socialized med- 
icine, as it is advocated by the socialist and communist 
parties, this golden age of medical discovery will come to 
a close and we shall enter a period when progress in the 
study of health and disease will bog down to the speed ot 
the civil service. The idea that medical research can be 
kept alive by government grants is just silly if it turns out, 
as I think it will, that the bright boys no longer want to 
be doctors and will no longer enter the schools.” + 


PRESENT TRENDS TOWARD HELP 

There exists a wide and ever-increasing groping to- 
ward effective means to promote international under- 
standing. We in America have such a strong belief that 
our way of life and our system of government offers the 
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best opportunity for a free, happy, and peaceful existence 
that we are almost childlike in our enthusiasm to convey 
our concepts to others. Certainly, we have no imperialis- 
tic motives. In my early memory, such organizations as 
foreign missions of our churches, the Rhodes scholar- 
ships, and the Rockefeller Foundation were associated 
with schemes to promote international good will, but only 
recently have I appreciated the full significance of this 
principle. 

Whatever may be said by the critics of the outpouring 
of dollars, materiel, and personal effort from many indi- 
viduals and agencies from the United States to the 
peoples of the world since World War II, it cannot be 
denied that all of this represents a spontaneous gener- 
osity from millions of Americans heretofore unheard of 
in the history of the world. Now, however, the time has 
come, in fact is long overdue, when we should insist that 
our donations be distributed in a business-like manner, 
fairly but economically. The supply of the old milch cow 
is not inexhaustible. Since the end of World War II, our 
government has spent 40 billion dollars through various 
kinds of official aid to help other countries. But along 
with some gratitude, we have won large measures of dis- 
trust and ill will. In many parts of the world never has 
our prestige been lower. This is not a dollar problem. It 
is a human problem. People in other countries want a 
helping hand, not a handout; they want dedicated help, 
not money bag help. 

They are not won over by the mere mention of dollars, 
or by the gesture of throwing largesse to beggars. Our 
purpose should be to assist less fortunate nations to stand 
on their own feet. It is not the responsibility of the United 
States to supply enough chlorophenothane (DDT) 
powder to eliminate malaria in India, but to instruct the 
Indians, as is now being done at Delhi, how to make 
factories to manufacture their own chlorophenothane. 
“It is just this difference between doing the job for them 
and helping them do it themselves that will make or 
break our entire foreign policy. To do the job for other 
nations is nothing more than a continuation of the hated 
colonial imperialism. To help other nations become selt- 
sufficient is the true spirit of the commonwealth of free 
nations, which is our objective.” ° 


ADVANTAGES TO OUR OWN NATION 


This whole program of help to other nations holds very 
definite advantages to our own nation. We cannot afford 
to contemplate visions from an ivory tower. We are 
working day by day in a tough and practical world. In 
the first place, the commonwealth of free nations is wag- 
ing a campaign against a disease that threatens to become 
pandemic and destroy life as we know it today. I speak 
not of a biological disease but of the political disease of 
communism. Communism thrives on ignorance, hunger, 
and disease. 

The life-span in northwestern Europe, North America, 
Australia, and New Zealand (the so-called developed 
areas, where one-fifth of the population of the globe lives) 
is an average life expectancy of 63 years. In another 
group of “undeveloped areas,” including the homes of 
nearly two-thirds of the world population, the life ex- 
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pectancy is only 30 years. This simple fact emphasizes 
in dramatic terms the major problems of the human race 
today. Morbidity takes an even greater toll of our eco- 
nomic resources than does premature mortality. In the 
case of the mosquito-borne diseases, the malaria control 
in the Philippines reduced school absenteeism from 50% 
daily to 3% and industrial absenteeism from 35% to 
4%. In Liberia, there is only one physician to every 
63,000 inhabitants. In India, mothers who know that 
7 out of every 10 babies born to them will die in infancy 
or childhood are easily persuaded by the propaganda of 
the Communists. 

One of the most important tasks we have today is to 
win the people of Southeast Asia into the commonwealth 
of free nations. Indeed, the peace of the world could well 
depend on it. Southeast Asia (Indochina, Thailand, 
Burma, and Malaya) in other hands, as it was in 1942, 
opens the great plains of India and Pakistan, the islands 
of Indonesia and the Philippines, and the continent of 
Australia to conquest. We recently lost the Chinese ball- 
game 400 million to nothing; we cannot afford to lose 
these other peoples as well. 

It appears that by strange coincidence, our two for- 
mer principal enemies, recently defeated in World War 
Il, must in the future form our principal outposts of 
defense against the Communists. If these two nations 
can be won over to embrace the principles of democratic 
government, rearming them gives the free nations im- 
measurable strength; but if, when armed, they return to 
their totalitarian background, rearming them may prove 
disastrous. There is no surer way to win them over than 
to have their physicians brought into our medical orbit. 


FELLOWSHIPS AND FUNDS 


To promote the advancement of science throughout 
the world, there are an increasing number of fellowships. 
funds, and prizes available for graduate study and re- 
search in medicine and allied sciences, through associa- 
tions, foundation funds, institutions, and others. A list 
of over 200 such donating agencies in Canada and the 
United States is kept on file by the Association of Ameri- 
can Medical Colleges, whose headquarters is in Chicago. 

There are the private funds, such as the Rockefeller 
Foundation and the Ford Foundation, and in recent years 
very valuable help has been given through two sources. 
One is the Fulbright Fund, which is derived from the sur- 
plus war material in foreign countries belonging to the 
United States and sold into commercial channels, the 
proceeds being made available for scholarships to and 
from these countries. Such scholarships are awarded on 
a competitive basis. The other source is through the 
Smith-Mundt Act. This fund provides a sum of money 
for leaders from other countries to come to the United 
States. 

The World Health Organization (WHO) is a special- 
ized agency of the United Nations. As such, it inherits 
the functions of the Office International d Hygiene 
Publique, the Health Organization of the League of 
Nations, and the Health Division of UNRRA. In its seven 
years of existence WHO has proved that nations can 
work together on common problems without losing any 
of their national sovereignty. Its budget for 1954 is 
$8,487,700. The United States’ share of this budget will 
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be about one-third of the total, or $2,800,000. Assess- 
ments are made against 70 member states and three asso- 
ciate members. 

Recently, the Point-4 Program has been transferred 
from the State Department to Mr. Harold E. Stassen, the 
Mutual Security Director. Point 4 was so named because 
it was the fourth point in Mr. Truman’s 1948 inaugural 
address and proposed technical aid to underdeveloped 
countries. It was administered under an agency organized 
for this purpose, the TCA (Technical Administration 
Cooperation). Under Mr. Stassen also falls the agency 
that was set up to administer the Marshall Aid Plan for 
Western Europe. It was originally called the ECA (Eco- 
nomic Cooperative Administration) and was _ subse- 
quently renamed the MSA (Mutual Security Agency). 
Under a new plan these agencies have been taken over 
by the new Foreign Operations Administration. There is 
the United Nations International Children’s Emergency 
Fund (UNICEF), which has been doing work of the 
greatest importance. 

The United States Public Health Service for this past 
year has participated in health programs of 20 countries 
of the Near East, Far East, and Southern Europe, as well 
as in 18 countries of Central and South America. 

In this connection, mention should be made of the 
value of visiting medical teams such as those organized 
by the Unitarian Service Committee, working in con- 
junction with our State Department. These teams in 
Poland, Germany, Japan, South America, and other 
countries have demonstrated beyond all doubt that 
American, British, and Scandanavian medical educa- 
tional methods and techniques are received with the 
greatest enthusiasm by these countries. The descriptions 
of the impression made by the first operation in Berlin 
for congenital heart defect by Dr. William P. Longmire, 
and the first pneumonectomy in Bogota, Colombia, per- 
formed by Dr. George Humphreys, are heartening to 
read. 

As one studies this subject, one becomes encouraged 
by the ever-increasing number of people donating their 
time and their money to such organizations as Agricul- 
tural Missions, American International Association for 
Economic and Social Development, Band of Christo- 
phers, CARE, English Speaking Union, Experiment in 
International Living, Friendship Stations, Interdepend- 
ence Council, National Committee for a Free Europe, 
and World Neighbors, to mention only a few. Some of 
the individual physicians who have been keenly inter- 
ested in this problem of the promotion of international 
understanding through medical exchanges are Dr. M. H. 
Clifford of Boston; Dr. Edward L. Young of Brookline, 
Mass.; Dr. Thomas Greenaway of Sydney, Australia; 
Dr. Frances Scott Smyth of San Francisco; Dr. Robert A. 
Moore of St. Louis; and Dr. Eldridge Campbell of 
Albany, N. Y. 

Such facilities as have been mentioned offer great 
opportunities to promote science and world peace. Per- 
haps the most important part of this work to physicians 
is the training program for foreign postgraduate students. 
Indisputable as the advantages of such a program may 
be and useful as it may be to our hospitals needing house 
officers, nevertheless, along with many others in this 
country, I have been disturbed by the procedures and 
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methods used or followed in the training of the young 
men in medicine from foreign countries. I use the term 
postgraduate student advisably, because it is through this 
group that our efforts can be made most effective. It is 
not my idea to recommend the addition of more foreign 
physicians and more foreign medical students for prac- 
tice in our own country. Every medical school here has 
more applicants from our native population than can 
possibly be admitted. Also, once a foreign student-is here 
in medical school for four years and then several years 
more in training, he is likely to remain in this country and 
not to return home, where he is really needed. 

First of all, in many instances, there has been insufh- 
cient screening of these young people in their own coun- 
try to give assurance that those who come will greatly 
benefit by the experience or be of real help to the institu- 
tions in this country. Too many people with inadequate 
training have come to the United States, have taken the 
first job that was offered to them that paid any money, 
and have been at times exploited by the hospital that 
took them on. The continuation of practices of this type 
will injure international relations rather than improve 
them. 

The language barrier is a serious one. It is irritating 
to the nurses, physicians, and patients in the hospitals 
involved, and puts the foreign house officers in a bad 
and unfair light. Too often the reaction is, “He seems to 
be pretty stupid; he can’t even speak English.” 

A second complaint of hospitals in which the foreign 
house officer works is that many of these men have had 
poor or insufficient fundamental training at home. A 
third objection to this whole plan is that many have come 
from abroad who have never had any intention or return- 
ing to their own country after finishing their training. A 
fourth disadvantage lies in the unwillingness of some 
chiefs of service in our hospitals to put out a little extra 
effort to train these physicians on their staffs. These diffi- 
culties are all aggravated when a resident house staff has 
a number of foreigners to assimilate, each from a differ- 
ent country. 

My belief is that the most efficient way to accomplish 
the desired result is by a plan that would give a continuing 
year by year liaison for unilateral or bilateral exchange 
of personnel between one hospital in this country and a 
sister hospital in a foreign country. There should, of 
course, be sufficient flexibility in the plan to permit the 
unusual person an opportunity to visit another institu- 
tion, if there are sufficient reasons to recommend such a 
variation. 

This arrangement would carry one step further the 
plan of our State Department for the past two or three 
years, which has been to try to develop a certain geo- 
graphical zone of interest by each of our medical schools. 
For example, Washington University in St. Louis was 
asked to undertake this reciprocal arrangement with the 
University of Bangkok in Thailand; Harvard with the 
University of Calcutta in India; Columbia with the Na- 
tional Taiwan University in Formosa; and Johns Hopkins 
with the University of the Philippines. There have been 
similar requests to other universities in this country. 

So far as I know, only the arrangement between Wash- 
ington University and Thailand has been agreed on and 
given trial. This has met with great success. Dr. R. A. 
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Moore, the dean of the School of Medicine at Washing- 
ton University, has been a leader in this whole program. 
His school was the first in this country to establish a co- 
operative teaching program under the Marshall Aid Plan, 
and in 1951 received a two-year grant-in-aid from the 
Economic Cooperation Administration, the administra- 
tive unit for the Marshall Plan, for this purpose. The 
results of this have been highly successful. Groups of 
outstanding Siamese have come to Washington Univer- 
sity for postgraduate work, and during this past year 
seven faculty members from that school of Medicine 
have been sent to Bangkok as part of the teaching assist- 
ance program. These seven were associate professorgyin 
biochemistry, anesthesiology, obstetrics and gynecology, 
pathology, physiology, and surgery. 

The Johns Hopkins Medical School has not yet entered 
into a formal arrangement with the University of the 
Philippines. Such a suggestion was made by the United 
States Department of State two years ago, and Hopkins 
indicated its willingness to participate, but nothing bind- 
ing has yet been arranged. Three members of our school 
of hygiene are leaving this month for a year’s residence 
in the Philippines. 

An independent plan of great promise has been started 
with reference to Japan by Dr. Eldridge Campbell,” pro- 
fessor of surgery at the Albany Medical College. This is 
still in the stage of unilateral exchange, but it is this uni- 
lateral approach that is the most important one, and plans 
should not be held up for establishment of a feasible 
bilateral exchange. 

Eighteen months ago Dr. Campbell visited Japan and 
Korea as surgical consultant for the Surgeon General of 
the Army. Before leaving the United States he asked the 
surgeon of the Far Eastern Command to have a number 
of well recommended Japanese medical graduates avail- 
able for interview, saying that he could offer them a 
limited number of internships and assistant residencies, 
and that they must pay for their own transportation. To 
his surprise, 42 Japanese were on hand for the interview 
from all over Japan. He brought four to his school, four 
to Chicago, and one to Cincinnati. In Albany the two 
Japanese assigned to anesthesiology, the one in ortho- 
pedics, and the one in neurosurgery have done such good 
work that there is much enthusiasm for continuing this 
program with Japan. They have been elevated to iiie resi- 
dent status for the coming year. The one assigned to 
neurosurgery in Cincinnati has turned out to be an un- 
usually good student, a hard worker, and very popular 
with the staff; he has improved a deficient surgical tech- 
nique with great rapidity, and has rapidly overcome 
initial difficulties in language. One of the Japanese in 
Chicago assigned to orthopedics has done so well that 
he will stay on as an assistant resident. The three others 
have done very good work on the pathological service. 

The American Army pathologists in Japan have or- 
ganized a pathological society with the Japanese. This 
society is concerning itself with opportunities for post- 
graduate study in the United States to promising young 
Japanese. The College of American Pathologists in this 
country will place the men in positions where they will 
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gain the experience that will fit them for their job in 
Japan. . they return home. 

Approximately 40 Japanese graduates are now on the 
intern staff of American hospitals in Japan. Japanese 
medicine was based on German medicine. Their hospital 
histories and their scientific papers and most of their 
present text books were written in German. The dis- 
integration of German medicine has left a void in Japan 
that this country could readily fill. 

In Germany, the University of California in Los An- 
geles has recently entered into a reciprocal arrangement 
in a limited way between its surgical service and that of 
the Free University of Berlin. Professor Linder of Berlin 
has been offered an exchange professorship in California. 
Recently the College of Physicians and Surgeons of 
Columbia University has been working on an affiliation 
with the Free University of Berlin at staff levels and at 
residency training levels. In this past year Dr. and Mrs. 
Hilton Read, physicians of Atlantic City, N. J., independ- 
ently arranged for 27 interns to come from Germany to 
some of the hospitals in New Jersey. 

The chair of surgery at the Peter Bent Brigham Hos- 
pital in Boston has for a long time invited a distinguished 
British surgeon as temporary occupant. St. Mary’s Hos- 
pital (London) is about tot nan exchange of a junior 
staff member with the Children’s Hospital of Boston. 
Since the end of World War II there has been an active 
and mutually stimulating exchange of senior staff surgical 
personnel between Guy’s Hospital in London and the 
Johns Hopkins Hospital in Baltimore. 

A training program of continuing reciprocal relation- 
ship between individual hospitals in this country and 
individual hospitals abroad is one that migl.c be followed 
by other free countries where well-established medical 
schools have the same thing to offer as we do, such as 
those in Canada, Western Europe, Australia, New Zea- 
land, South Africa, South America, and elsewhere. 

The plan for this country would include the medical 
school hospitals, the independent hospitals associated 
with medical schools, the private clinic hospitals, and 
independent hospitals ot other categories. All of these 
hospitals must meet certain teaching and training stand- 
ards if first class training is to be offered the candidates 
selected from foreign countries. 

These candidates must be carefully screened by such 
responsible agents as committees from their medical 
schools and hospitals. They must come over here with 
the understanding that they are to return to their own 
countries after completion of their training. Here, the 
coordination might be supervised by such permanent 
associations as the Association of American Medical 
Schools or the Institute of International Education. 

Language difficulties present a barrier for successful 
training. The ability not only to read and write English 
but to understand and speak it are essential for success 
in this program. The foreign governments concerned, if 
such a program is approved, should initiate courses of 
study in English that would prepare the candidates for 
the assumption of their duties in American hospitals. 
Even in the various branches of medicine in this country, 
medicine has become so specialized that it seems that 
each group “can communicate only with those immured 
in the same inausoleum.” A happy and unusual feature 
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of the plan is that much of it could be carried out without 
subsidy from the government, but should have the ap- 
proval of the State Department. 

In all this effort, Americans should approach the prob- 
lem vigorously but with humility, remembering the words 
of our own Secretary of State, John Foster Dulles: 
“Among other peoples, the Japanese, the Indians, the 
Mexicans, to name only a few, there are many who pos- 
sess a love and appreciation of beauty, a capacity for 
human understanding and a richness of sympathy which 
we might well covet for ourselves. If we apply a true 
measuring rod, we will approach them humbly and not 
in a mood of lofty superiority.” 

CONCLUSION 

In conclusion, I wish to restate that the physicians, 
who enjoy the real confidence of their people more than 
any other profession, who know the true meaning of war 
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better than anyone else, and who have been given superior 
education, have a great opportunity and a great responsi- 
bility for world peace. They must assume leadership, 
they must not rest, they cannot die until they have by 
ceaseless application of their trained minds worked out 
and put into practice plans that will bring to their own 
children and to the world the one opportunity they may 
have to escape the disaster that daily appears more 
threatening. We must remember: “There are times 
when the future of this world of ours seems rather grim; 
and voices of discouragement and dispair are heard in 
many quarters of the globe. Since the days of the cave- 
man, however, this earth has never been a Garden of 
Eden, but rather a Valley of Decision, which calls for 
all the toughness and the resilience which the human race 
has at its disposal.” 


8 W. Madison St. (1). 


CHRONIC BLADDER IRRITATION IN FEMALES 


H. A. O’Brien, M.D. 


Joseph D. Mitchell Jr., M.D., Dallas, Texas 


“Bladder trouble” is extremely common in females of 
any age. In most of our patients with this complaint, we 
found the cause to be a simple infection in the urethra 
and trigone. To accurately determine the frequency of 
this lesion in our practice, we analyzed the records of 
200 consecutive female patients seen for the first time in 
the office. It showed that in 74.5% the symptoms 
resulted from primary disease in the urethra and 
trigone. The remaining 24.5% had a variety of urinary 
tract disorders as seen in a general urologic practice. 
These were diagnosed as urethritis and trigonitis, 149 
patients (74.5%); kidney and ureter stones, 23 
(11.5% ); acute and chronic pyelonephritis, 9 (4.5% ); 
solitary renal cyst, 3 (1.5% ); cystocele, urethrocele, or 
procidentia, 2 (1%); ureteral stricture and tumor, 2 
(1% ); exstrophy of bladder, 1 (0.5% ); carcinoma of 
bladder, 4 (2% ); ureterocele with hydronephrosis, 1 
(0.5% ); nephroptosis, 1 (0.5% ); stress incontinence, 
2 (1%); hydronephrosis, 2 (1%); and parathyroid 
adenoma with stone, | (0.5%). Since 75% of our new 
patients had lesions in the urethra and trigone, a further 
analysis of 200 of these cases was carried out to deter- 
mine what common characteristics, if any, existed. The 
results of the study form the basis for this report. 

The ages of these 200 patients ranged from 20 months 
to 78 years, with the greatest number in the middle 
years; 153 (76% ) were between the ages of 30 and 60; 
5 under 9; 3 between 10 and 19; 19 between 20 and 29; 
13 between 60 and 69; and 7 over 70. This would indi- 
cate the importance of trauma as an exciting factor. 


CAUSE 
Infection in the urethra and trigone is the basic lesion 
in this group. Cause for this infection is not obvious. 
Glandular structures have been demonstrated at the 
external orifice and surrounding the distal portion of the 


urethra as well as in the submucosa of the proximal 
portion of the channel. Because of the position of the 
urethra and because of its wide caliber, it is reasonable 
to assume that these glands could be infected by direct 
contamination and ascending infection and that thus a 
focus could be set up in the glands that could persist for 
months or years. In addition, there is lymphatic com- 
munication between the cervix and base of the bladder, 
offering a further route for entrance of infection to this 
area. 

The focus having been established, exacerbations can 
occur periodically to produce attacks of pyelitis in 
infants. In our young patients, these were actually attacks 
of acute urethritis and cystitis. The irritation from this 
focus can explain cases of enuresis in little girls. It may 
be a reasonable explanation for “honeymoon cystitis” 
in which trauma serves as the causative factor. This 
same mechanism explains postpartum and postoperative 
cystitis resulting from trauma to a latent urethral focus 
by the catheter passed to relieve bladder retention. 


SYMPTOMS 

The analysis showed that symptoms reported by these _ 
patients fell into three main groups, namely, urinary, 
referred pain, and nervousness. The common urinary 
symptoms were frequency, urgency, dysuria, nocturia, 
and lack of a sense of relief after voiding. Symptoms were 
not constant in all patients. In some, they occurred in 
attacks lasting one to several days. Attacks occurred at 
intervals of weeks to months, gradually increasing in 
severity and duration (table |), with finally only short 
intervals of freedom from symptoms. Prominent in these 
histories is the chronic recurrence of symptoms. One 
51-year-old patient stated she had had “bladder trouble” 
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all her life. Also we found that acute cystitis could be 
readily controlled with medication but that it kept 
recurring at varying intervals until the cause was elimi- 
nated. It was also evident that recurring attacks of 
bladder irritation, regardless how mild, indicated disease 
of some type in the urethra or bladder. 

Pain was the second commonest complaint occurring 
in 46.5%. The areas involved were suprapubic, 28 pa- 
tients; right and left groin and pelvis, 13; lower extremi- 
ties, 5; lower abdominal quadrants, 9; renal areas and 
flanks, 28; and lumbosacral, 10. It was an aching or 
burning pain constant in location, often varying with the 
intensity of bladder symptoms, and never associated 
with underlying tenderness. It was easily distinguished 
from the sharp, localized pain of acute cystitis. The 
referred pain in the abdomen, back, and legs with mild 
urinary symptoms, so common in chronic cases, can 
cause confusion since it may simulate pain of intra- 
abdominal, pelvic, or renal disease. A patient with slight 
bladder irritation and right flank pain had a right 
nephropexy, later, a right pyeloureteroplasty, and, fi- 
nally, a right nephrectomy because of staghorn stone 
formation. The pain persisted and was relieved after 


TABLE 1.—Duration of Symptoms 


No. of Now Having 


Period of Attacks * Cases Acute Attacks 


* Before patient was first seen. 


elimination of an infection and stricture in the urethra. 
In this series, 18% of the patients had abdominal or 
pelvic operations to relieve pain that persisted post- 
operatively and that was relieved by correction of 
pathological changes in the urethra. It may be easy to 
assess the urethra as the cause of pain that is from other 
origin; only after all organic causes are eliminated can 
pain be attributed to the urethra. 

In this group, 28% complained of nervousness from 
the bladder irritation. Some suffered more from the 
nervousness than from the bladder irritation. Patients 
usually found this symptom hard to describe other than 
by saying flatly that they were nervous and it was caused 
by the bladder. Others mentioned bladder symptoms 
only until treatment caused improvement; then they 
described a sense of relief from nervousness. We found 
that nervousness was not related to duration but rather 
to severity of bladder symptoms. Treatment usually 
brought early relief from this nervousness. A common 
example of this type of complaint was seen in a capable, 
healthy, middle-aged woman executive. She had to take 
sedatives at work because of increasing nervousness. 
Urinary frequency, without dysuria, had bothered her 
for several years. Finally nocturia so disturbed her that 
sedatives were needed for sleep. Urinary tract study 
revealed a chronic granular urethritis and a tight 
urethral stricture. With treatment there was early and 
marked improvement in the nervous symptoms; the 
urinary symptoms were relieved after elimination of 
urethral abnormalities. 
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PATHOLOGY 

The pathological findings in the order of their fre- 
quency included urethral stricture in 161 patients; 
granular urethral mucosa, 150; papillary masses in the 
urethral mucosa, 68; acute cystitis, 32; trigonitis, 33; 
cervicitis and vaginitis, 30; bladder trabeculation, 8; 
chronic Skene’s abscess, 1; urethral cyst, 2; senile vagi- 
nitis, 6; female prostate, 5; trichomonas, 7. Urethral 
stricture was the commonest lesion, being present in 
80.5%. It was found at either urethral orifice, with a 
slightly higher occurrence at the internal orifice. These 
strictures varied in size and resistance as in the male. In 
calibrating the urethra, bulbous bougies were used and 
no. 26 French catheter accepted as the normal caliber. 
Strictures in this group ranged from no. 14 to 24 French; 
the average size was equal to a no. 20 French catheter. 
We found symptoms just as severe from the wide as from 
the tight strictures. In three patients, trabeculation of the 
bladder was also found. Patients with stricture equal to 
ano. 14 to 16 French catheter complain of slowness and 
dribbling of the stream but not of straining to void as in 
the group with fibrosis at the internal orifice requiring 
resection. 

The second commonest pathological finding was evi- 
dence of chronic urethral infection observed in 75% of 
the cases. This was primarily a granular process in the 
mucosa of the proximal urethra. Thickening or edema, 
with increased congestion of the mucosa, were also 
present. In children, the granulations, when present, 
were very fine, but the changes usually seen in the 
mucosa were edema and congestion. There was no 
definite correlation between the duration or severity of 
symptoms and the degree of pathological change in the 
urethral mucosa. In 93% there was an associated 
urethral stricture. 

Papillary masses of varying size, shape, and number 
were found in 34% of the patients and always in associa- 
tion was stricture or evidence of infection in the urethral 
mucosa. Their presence did not signify unusually severe 
infection, and their removal alone did not relieve any of 
the patients. They have been observed in patients without 
symptoms, but in these the urethra was otherwise normal 
and there was no stricture. 

In many there existed an associated mild trigonitis, 
not always mentioned in the findings ir our records. 
Actually, this is an extension of the intlammatory process 
from the urethra. In 33 cases, however, the trigonal 
changes were pronounced because of the formation of a 
pseudomembrane over all or part of this area. In these 
patients, urinary symptoms were usually severe and con- 
stant, and these patients required more than the average 
period of treatment. In over 50%, we found associated 
infection in the cervix that could be responsible, in part, 
for this trigonal lesion. 

In the patients with acute cystitis, there was usually 
an explosive onset with severe bladder pain and often 
gross hematuria. Most of these patients were not cysto- 
scoped in the acute stage, but the few examined showed 
intense congestion of the vesical mucosa, with areal 
hemorrhages in the mucosa. In all of the cases in this 
series, there were the associated changes of chronic 
nature in the urethral musoca and urethral stricture, 


Vil 
195 
| 


Vol. 153, No. 13 


In females, study of the urinary tract is not complete 
without pelvic examination. In this group, 30 patients 
had some degree of cervicitis or vaginitis, although the 
primary symptoms were urinary. It is difficult to cure 
infection in the urethra and bladder with infection per- 
sisting in the vaginal tract. This is particularly true of 
vaginal infections caused by Trichomonas. 

In five patients in the group, we found fibrous obstruc- 
tion at the internal urethral orifice severe enough to 
require excision. In these patients, there was associated 
trabeculation of the bladder. The tissue removed was 
fibromuscular and showed chronic infection. No glands 
were present in these patients, although we have found 
them in others not included in this survey. 


URINE FINDINGS 

The urine analyses were particularly interesting, since 
they showed that, in a group of 200 patients complaining 
of bladder irritation, 65% had normal urine (table 2). 
Due to the normal urine, many patients had been con- 
sidered nervous or as having irritable bladders, and 
examination of the urinary tract had been deferred. Of 
the remaining 70 patients, 40 had pus (1 to 4 +-) in 
the urine, and in 32 of these there was no pus in the kid- 
ney urine. On this basis then the pyuria encountered in 
80% of these patients was limited to the lower urinary 
tract. 

PYELOGRAMS 

In urologic study, the urethra and bladder are first 
observed. Positive findings here may make further study 
seem unnecessary, if the history indicates only urethral 
or bladder irritation. It is necessary, however, to com- 
plete the study or major pathological changes may be 
overlooked in the upper tract. Several years ago, a patient 
with the history and findings of urethritis was found to 
have a tumor of the right kidney. For this reason, we try 
to make a complete urologic study, including pyelo- 
grams. In the 200 patients studied the diagnoses, based 
on pyelograms, include normal, 170 patients (85% ); 
slight ureteral dilatation only, 6 (3% ); slight pyelectasis, 
6 (3% ); normal ectopic kidney, 1 (0.5%); and con- 
genital anomaly, but no disease, 4 (2%). No pyelo- 
grams were made of 13 patients (6.5% ). In 6%, we 
have reports of normal pyelograms from the referring 
physicians. 

TREATMENT 

Treatment is basically simple but may be prolonged 
in some cases. The problem is to correct the stricture 
when found and to destroy infected tissue in the urethra 
and trigone. Thirty-three patients in this group had 
symptoms of acute cystitis that were controlled with 
antiseptics and antibiotics. In the remainder, medication, 
either oral or local, was of little value. Local treatment 
was needed to eliminate the urethral and trigonal disease. 

Dilation of the urethral stricture to no. 30 French 
catheter was the only treatment given to 52 patients 
(26% ). This was carried out at weekly intervals using 
Van Buren sounds for men. The dilatations are usually 
carried to no. 30 French catheter and rarely to no, 32 
French catheter but never beyond. Reactions can occur 
after dilatation with acute cystitis and pyuria as seen in 
the male. Strictures vary considerably, in response to 
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treatment; some dilate slowly and others very readily, 
the average requiring 10 dilatations. We prefer not to 
dilate any stricture forcibly, and we use local anesthesia 
to minimize trauma for the most sensitive patients. Once 
dilated, the stricture is checked every three months for 
a year to discover recontraction. It is dilated again if 
necessary. 


In 13%, fulguration was the only treatment given; 
these patients had been dilated, when needed, by the 
referring physician. Using a Bugbee electrode through 
the Pan endoscope, the lightest possible fulgurating cur- 
rent was used to destroy granular and papillary areas in 
the urethral mucosa. About half the diseased tissue was 
destroyed at one time, the remainder six to eight weeks 
later. After using a very light current, we have not 
observed any harmful effects from fulguration. Any 
scarring that might have resulted was obscured by 
healthy mucosa seen after healing from fulguration. We 
had no increased difficulty with strictures after fulgura- 
tion. Fulguration was never carried out in a urethra that 
was strictured or spastic. When needed, dilatations were 
always given first. In 60% of this group, treatment con- 
sisted of a combination of dilatations and fulguration as 
outlined above. 


TABLE 2.—Results of Urine Examination of 200 Patients with 
Urethritis or Trigonitis 


Urine No. % 
Normal 130 65 
Few pus cells 20 10 so% had no pus in kidney urines 
Pus + 12 6 12% had a few pus cells in one or 
Pus ++ 2) both kidney urines 
Pus +++ 7 3.5 8% of specimens not examined 
Pus ++++ l4 7 
Gross hematuria 9 4.5 


In a small group, 16.5%, severe bladder symptoms 
resulted from pseudomembranous formation on the 
trigone, with advanced underlying trigonitis. Either 
urethral or cervical disease was present in all of these 
patients. Oral medication and instillations had no effect 
on this infection. Only by piecemeal fulguration of this 
entire pseudomembranous area were we able to relieve 
these patients, and then relief from symptoms was 
striking. 

Five patients (2.5% ) in the group had bladder neck 
obstruction requiring transurethral resection. Each pa- 
tient had had symptoms for many years, with increasing 
difficulty in voiding. One patient had 1 oz. of residual 
and another 3 oz., while the others emptied the bladder 
completely. Four grams of tissue were removed in one 
patient; in the others the weight ranged from 2 to 3 gm. 
The operations were difficult, and the results were only 
fair. Three of the patients needed a periodic urethral 
dilatation in from one to three months. The five patients 
requiring resections in this series are typical for our 
experience over the past 15 years. Other forms of treat- 
ment included excision of a urethral cyst in two patients 
(1% ) and destruction of Skene’s gland in one (0.5%). 


RESULTS OF TREATMENT 
This group was treated in 1948 and 1949 allowing at 
least a three year follow-up for evaluation of results. Of 
the original 200 patients, 184 were contacted and gave 
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the following report. 1. Bladder symptoms were relieved 
and have not required further treatment in 75%. 2. 
Treatment was stopped before discharge in 12%, and 
these patients had one or two recurrences. Further 
urethral dilatations relieved them, and they are satisfied 
to continue without further treatment. 3. Nocturia 
occurred one to three times in 6%, but these persons 
consider themselves free of “bladder trouble.” 4. Partial 
relief was obtained in 4%, but treatment was discon- 
tinued because it was too painful or was followed by 
increase in bladder distress for 24 to 48 hours. These 
patients tolerate poorly any type of instrumentation. 5. 
Two per cent are still under treatment and require dilata- 
tion every one to three months. 6. Attacks of acute 
cystitis recurred in 1% in spite of our efforts to remove 
every known cause. The results were better than we 
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expected. Of the entire group, 75% are completely 
relieved, and an additional 18% are comfortable and do 
not feel the need for further help. In 5%, the treatment 
failed to relieve the patient or could not be tolerated. 


SUMMARY AND CONCLUSIONS 

Symptoms of bladder irritation are very common in 
females, particularly in the middle years. The common 
complaints in these patients are urinary symptoms, re- 
ferred pain in abdomen, back, and pelvic area, and 
nervousness. The common causes for these symptoms 
are urethral stricture, chronic urethritis, and chronic 
trigonitis. In 65% of the group studied, the urine exami- 
nation was normal. Treatment should be simple and 
should be aimed at dilatation of the stricture and destruc- 
tion of infected tissue in urethra and trigone. 
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MANAGEMENT OF VESICOURETHKAL DYSFUNCTION IN WOMEN 


Russell B. Carson, M.D., Fort Lauderdale, Fla. 


Dysfunction of urination in the female is so common 
that many women have remarked: “I thought it was 
normal for all women to have bladder trouble.” Dysfunc- 
tion of urination in the female differs from that in the 
male, in large measure because of the difference in fixa- 
tion and support of the urethra. In the male the urethra 
remains in a stationary position attached more securely 
to the pubis anteriorly; a more complete urogenital dia- 
phragm supports it inferiorly; and the vaginal cavity is 
absent postero-inferiorly. 

The frequency of the occurrence of some form of fe- 
male urinary disturbance in the office records of my 
private urologic practice has stimulated this report. Of 
the last 2,348 patients seen in the office, 1,000 were 


Diagnoses in 529 Female Patients ’ 


No. of 
Disease Patients 
Chronic, with strieture............... 83 
x 
Hemorrhagie ...... 44 
18 
Lower ureteral or bladder caleulus.................... 12 
Pyuria, cause undetermined............ 4 
Bacilluria, cause undetermined....... 6 
Stress incontinence................ M4 


women, and 1,348 were men. Of these 1,000 women, 
529 had some symptoms referable to dysfunction of the 
urethra or bladder as a primary complaint. Four hundred 
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seventy presented other complaints not referable to the 
urethra or bladder as their primary reason for consulta- 
tion. 

In addition to the conditions shown in the table, 59 
women had cystocele, 46 had rectocele, 15 had urethro- 
cele, 3 had multiple sclerosis, 21 had diabetes (previ- 
ously undiscovered in 9), 1 had pernicious anemia, and 
17 had endocervicitis. The following data were recorded 
concerning the marital status and sexual experiences of 
these patients. 


690 No sexual experience... 186 
Ss 

9 One or more pregnancies 60.2% 


The management of vesicourethral dysfunction begins 
with an adequate history of the complaints. The history 
must include (in addition to the usual complaints of fre- 
quency, urgency, nocturia, dysuria, genital or low back 
area aching or pain, etc.) the occurrence of previous 
urinary disturbance, particularly during childhood, the 
history of abdominal and pelvic surgery, stress incon- 
tinence, and emotional or sexual maladjustments. 

Examination of the patient with dysfunction com- 
mences by having the subject disrobed and placed in 
lithotomy position. No successful examination can be 
carried out with the patient in any other position. One 
should begin with the general physical examination, in- 
clude a brief neurological examination, and conclude 
with the urologic survey. 

The urologic examination includes the abdomen, kid- 
neys, ureters, suprapubic area, and back and inspection 
and percussion of the renal areas. The external genitalia 
are inspected; the labia are spread wide, and the area is 
well lighted to observe vaginal discharge, Bartholin cysts, 
Skene’s gland infection, caruncle, carcinoma, erosion or 
prolapse of the urethral meatus, estrogen deficient 
vaginitis, etc. The physician proceeds then to digital 
examination of the urethra, testing for induration, ten- 
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derness, discharge, urethrocele, sacculation, estimation 
of the length of the urethra, and test of mobility of the 
urethra (sliding urethra). Bimanual examination of 
the trigone, bladder floor, lower portion of ureters, 
and pelvic organs follows. The genitalia are cleansed, 
and a small catheter is passed to obtain a sterile 
specimen for analysis, stain, and culture. The examina- 
tion may conclude here, and in the majority of instances 
a diagnosis can be satisfactorily established and appro- 
priate treatment recommended. The urologist may con- 
tinue. Bladder inspection will be facilitated if the bladder 
is not drained of urine, providing the urine is not too 
cloudy for adequate inspection with a lens instrument. 
Intravesical inspection is followed by no discomfort if 
little or no irrigating fluid is added to the bladder. At 
the patient’s second visit, residual urine should be meas- 
ured. The urethra should be calibrated, and an instru- 
ment of suitable size with forward vision or an instru- 
ment with Foroblique vision, should be used to visualize 
the urethra and bladder. A right angle lens is of no value 
in the urethra but should be used in the bladder inspec- 
tion. Anesthesia should not be used. Completion of the 
urologic study may be carried out with roentgenograms 
of the upper urinary tract, by retrograde or intravenous 
routes, and by other methods of special investigation not 
pertinent to the present consideration. With an accurate 
knowledge of the dysfunction, the urologist can proceed 
to correction. From statistical observation of the 529 
female patients presently reviewed, the commonest ure- 
thral problem is chronic granular urethritis, of which 
there were 101 cases. 


CHRONIC URETHRITIS 

Chronic urethritis of the female simulates the chronic 
urethritis observed in the posterior urethra of the male, 
secondary to urethral stricture. Polyps may or may not 
be present and are of significance only in confirming the 
chronicity of the urethritis. From my observation, the 
condition is the result of urinary stasis that may have its 
origin from the urethral meatus to the vesical neck. It is 
my feeling that infection is not the intrinsic cause of this 
type of urethritis. The urine is frequently found to be 
clear on microscopic examination and negative in cul- 
ture. Chronic urethritis is found in all age groups in 
which obstruction of the lower urinary tract is present, 
Hodges ' has recently called attention to the prevalence 
of chronic urethritis in girls. Although he states that evi- 
dence of urethral obstruction was lacking in all but 
1 of 25 girls, he does admit: “We are reluctantly forced 
to conclude that the reason for improvement in chronic 
urethritis in patients subjected to urethral dilations is not 
clear.” It is a general conclusion by physicians who are 
familiar with chronic granular urethritis that the treat- 
ment of choice is repeated urethral dilatations. Except in 
the presence of infection, either local or systemic chemo- 
therapy is not necessary. It is also common experience 
that the dilatation will last only a specific length of time 
for each person, and, when contraction has again taken 
place, relief of the recurring symptoms can be obtained 
by repeating the dilatation. 

In the presence of a meatus stricture, caruncle, or 
other obstruction, the coexisting granular urethritis will 
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not respond until adequate relief of this obstruction has 
been obtained. Likewise, the obstruction is not always 
intrinsic but may be the result of extrinsic obstruction, 
such as occurs in association with urethrocele or the 
sliding urethra, in which the angulation of concavity of 
the urethra is increased and the downward thrust action 
of the base of the bladder is lost. It is frequently observed 
that the patient with granular urethritis has little nocturia 
compared with the frequency present during the early 
morning hours after arising. Perhaps the exaggera- 
tion of symptoms results from urethral angulation when 
standing. Retention, it is felt, need be only that which is 
retained in the urethral canal, not a measurable quantity 
or sufficient to produce vesical alteration. 

Urethritis should be treated by gradual urethral dila- 
tation at one to two week intervals, which should be re- 
peated until a normal caliber of 28 to 32 F. is main- 
tained. The dilatation procedure is repeated every 
three to six months as a preventive measure. Mea- 
totomy is necessary for all strictures failing to respond to 
dilatation. Faulty supports of the vesicourethral area are 
corrected either by pessary or by corrective surgery. The 
urethral and vesical plastic procedure must (1) immo- 
bilize the urethra, (2) lengthen the urethra, and (3) ele- 
vate and support the vesical floor if success is to be 
obtained. 

URETHRAL CARUNCLE 

Urethral caruncle, and obstructing, usually painful 

lesion, has been the basis of much speculation as to eti- 


ology and much divergence of opinion as to treatment. 


Palmer, Emmett, and McDonald ° have presented a re- 
view of literature on this lesion and a study of 120 cases. 
Their conclusion is that the urethral caruncle represents 
a regional or a circumscribed urethral mucosal prolapse 
or both. The lesion may be easily overlooked. It may vary 
in size from a pinhead to a walnut, averaging the size of 
a small pea. It is usually single. The size and location of 
the lesion determine the treatntent but in any event it 
is directed toward palliative and symptomatic relief, 
since the tendency to recur is so high. (Two-thirds of the 
lesions recurred in the series of Palmer and co-workers. ) 
The treatment may include locally administered caustics 
or local needle fulguration, radium or roentgen therapy, 
or radical excision by either sharp dissection or high- 
frequency-current cutting and coagulation. 


CYSTITIS 

In 289 of this series of 529 women, the working diag- 
nosis was some form of cystitis. The simple, hemorrhagic, 
and follicular types usually have a sudden onset, with 
frequency, burning, bearing down pressure, stranguria, 
and pain in the genital region, lower abdomen, or sacral 
region. The etiology and diagnosis need not be reviewed 
at this time. 


Management of acute cystitis is directed toward im- 
mediate relief of the painful symptoms. Nothing is supe- 


1. Hodges, C. V.: Chronic Urethritis in Girls, J. A. M. A, 148: 753- 
756 (June 21) 1952. 

2. Palmer, J. K.; Emmett, J. L., and McDonald, J. R.: Urethral 
Caruncle, Surg., Gynec. & Obst. 87: 611-620 (Nov.) 1948. 
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rior to local application of heat, a bladder sedative such 
as Kerwin mixture, and chemotherapy with either a sul- 
fonamide or an antibiotic. 


CHRONIC CYSTITIS 

The persistent or recurrently irritated vesical presents 
an entirely different problem from that of the acutely in- 
flamed bladder. Chronic urethritis can be considered a 
symptom, giving evidence of some underlying anatomic 
or physiological dysfunction, except in those instances of 
specific infection such as tuberculosis, or syphilis. In the 
vast majority of patients, it was an associated finding 
that accompanied cystocele, urethrocele, vesical neck 
contracture, or urethritis. In some of the reported cases 
of pyuria and bacilluria of undetermined cause, chronic 
cystitis, with which no discoverable neurogenic or other 
urologic lesions occurred, was demonstrated cysto- 
scopically. Three patients with multiple sclerosis pre- 
sented evidence of chronic cystitis. Two of these patients 
complained of spontaneous uncontrollable bladder evac- 
uations at unpredictable times. The other patient with 
multiple sclerosis was bedridden for three years, and 
vesical calculi finally developed after many months of 
chronic cystitis. 

Chronic endocervicitis was the only discoverable cause 
for persistent bladder symptoms in 17 patients, and there- 
fore it is listed as an associated finding that has definite 
relationship to vesical dysfunction. The treatment in 
these cases was, of course, directed toward the cervix 
rather than toward the bladder. 

According to the statistics from this study an unusu- 
ally large number of patients with interstitial cystitis have 
been encountered. In each, the cystitis has been con- 
firmed by cystoscopic observation and bladder capacity 
measure. Tracy Powell’s * deductions regarding the rela- 
tion of the lymphatic system of the bladder to that of the 
lower abdominal and pelvic organs in the female seem 
the most logical explanation for the development of Hun- 
ner ulcers. In spite of my failure to gather accurate data 
on the association of previous pelvic disease and surgical 
procedures, I am firmly convinced that more than a 
majority of the patients in this study have had extensive 
pelvic surgery before the development of vesical symp- 
toms. 

The treatment of chronic cystitis is directed toward 
correction of the underlying cause. Urinary sedatives, hot 
douches, and weeks and months of therapy with sulfona- 
mides or expensive antibiotics are deplored. The lithot- 
omy position for thorough examination is most impera- 
tive. Gynecologic and urologic consultation are most 
valuable, for no patient is more grateful or more loyal 
than the woman relieved of the nagging discomforts of an 
irritable, irritating bladder. The management of Hunner 


3. Powell, T. O.: Hunner Ulcer: Report of Cases, West. J. Surg. 
58: 118-129 (March) 1950. 

4. Carson, R. B., and Wells, W. D.: Treatment of Female Urethral 
Diverticula, South. M. J. 44: 285-290 (April) 1951. 

5. Nordenstrom, B. E. W.: Some Observations on Shape and Course 
of Female Urethra During Miction, Acta radiol. 38: 125-132 (Aug.) 
1952 

6. Exhibit, annual meeting of American Urological Association, St. 
Louis, May 11-14, 1953. 
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Roentgen Manifestations, Radiology 58: 109-112 (Jan.) 1952. 
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ulcer is unsatisfactory at present; however, there is hope 
that from future studies improved methods of providing 
lymphatic circulation in the bladder wall will provide a 
method of alleviating this distressing condition, 


BLADDER NECK CONTRACTURE 

With the McCarthy panendoscope, the Lowsley-Peter- 
son endoscope, or a similar instrument, a circular ring of 
contraction is evident at the internal urethral orifice. This 
contracture ring in the female resembles that seen in the 
male except that it is more symmetrical and there is less 
likelihood of a disproportioned hypertrophy of the pos- 
terior commissure. The contracture ring is fibroelastic 
and dilates easily only to quickly resume its contracted 
state again. The trigone seems to fall away at the vesical 
neck, and to visualize it one must elevate the eye piece 
of the telescope to an almost vertical position, even in 
the absence of a cystocele. The bladder reveals trabecu- 
lation and frequently cellule formation. A chronic cys- 
titis, often manifested by bacilluria, is observed. This 
condition has been encountered 18 times in the present 
series. 

Palliative relief for vesical neck contracture can be 
obtained by wide dilatation of the urethra with the assis- 
tance of local anesthesia. The dilatation must be main- 
tained by frequently repeated treatments. More satisfac- 
tory results can be obtained by transurethral resection of 
the vesical neck, in which the entire circumference of the 
vesical neck is removed. Follow-up dilatation of the 
vesical neck is imperative to prevent secondary fibrous 
contracture. No remarks will be included here regarding 
the management of bladder tumors and vesical calculi, 
which also produce vesical dysfunction. 


DIVERTICULUM 


I again * wish to urge that examination of the urethra 
include stripping of the urethra and visual search for 
the frequently overiooked diverticulum. This sacculation 
deserves more attention than it has previously received. 
Visualization of the orifice may be difficult, but, if the 
outline of examination previously described is adhered 
to, the diverticulum can be felt and the contents visual- 
ized as it is stripped from the urethra. 

The preferred treatment of urethral diverticulum is 
surgical eradication of the sac. Small sacculations may 
be destroyed transurethrally, but, if their capacity is 
greater than 2 cc., they should be removed transvaginally. 
Incision and drainage have been used on one patient in 
the group of six. Excision through the vagina was accom- 
plished in three; one was not treated, and the other has 
been maintained with minimal symptoms by having the 
patient strip her urethra after each voiding. 


ANATOMY AND PHYSIOLOGY 

So that one may understand the various dysfunctions 
of micturition in the female, a clear understanding of its 
mechanism must be borne in mind. These mechanisms 
may be studied by both cystourethroscopic and roent- 
genologic means. Nordenstrom,® Hinman," and Briney 
and Hodes * have studied the shape, course, and activity 
of the female urethra and bladder, both in normal sub- 
jects and in subjects with stress incontinence. The urethra 
of an adult woman is a curved tube about 4 cm. long, 
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embedded in the anterior vaginal wall with its direction 
downward and forward and its slight concavity directed 
forward, following to some degree the contour of the 
inferior and posterior surfaces of the pubis symphysis. 
When the urethra is dilated, its diameter is about 6 mm., 
but the canal is capable of distending to 10 or 11 mm. 
The distal two-thirds of the urethra is outlined by strati- 
fied squamous-type mucosa that is continuous with the 
lining of the introitus. The internal one-third is lined with 
transitional cells continuous with the trigone. The canal 
in the relaxed state is pleated with longitudinal ridges that 
tend to gather at the external orifice and spread out onto 
the trigone at the inner orifice. The mucosa is a pale red- 
dish color and is liberally supplied with shallow coursing 
vessels similar to those observed on the trigone. In the 
loose submucosa is a vascular bed simulating erectile tis- 
sue. The lymphatics are large, spacious, and drain into 
the inguinal and pelvic nodes. An especially rich nerve 
supply is derived from the hypogastric plexus of the 
sympathetics and from the sacropudendal plexus. 

On urethroscopic examination the meatus is entered 
_ through a slit or inverted V-like opening. The appear- 
ance of the meatus resembles the introitus mucosa except 
for the observed openings of large and small periurethral 
glands and the longitudinal folds. On distending the 
meatus with irrigating fluid one sees the folds flatten out, 
and immediately observes a shallow cavity resembling 
the fossa navicularis of the male. Proximal to this is a 
slightly concave straight-walled canal of about 1 to 14% 
cm. in length. The canal then enlarges in its midportion 
until the mucosa again is puckered by the contracted vol- 
untary compressor or sphincter urogenitalis. Proximal 
still, the urethroscopic appearance resembles the pros- 
tatic urethra from verumontanum to vesical neck in a 
funnel shape. The lining mucosa changes to a more glis- 
tening smooth-surfaced vascular membrane that gradu- 
ally spreads out onto the trigone, in the relaxed state, or 
maintains a rounded canal form as far as the fairly 
sharply demarcated vesical neck, if voiding is actively 
inhibited. 

The trigone and the urethra are continuous in appear- 
ance cystoscopically. The trigone angles posteriorly 
about 30 degrees and is outlined by the ureteric ridges on 
either side and the dip of the bas-fond posteriorly. Its 
surface is smooth, glistening, and an abundance of super- 
ficially coursing vessels are observed. In contrast, the 
bladder, when it is not distended, is thrown into rugae- 
like folds, is of paler (yellowish) color, and is of less vas- 
cular appearance. On filling, the bladder walls are also 
smooth. The angle of junction of the lateral and anterior 
walls of the bladder with the urethra is approximately 60 
to 75 degrees when it is filled to normal capacity. These 
anatomic observations bear definite significance when 
one is studying a bladder for its dysfunction. Observation 
of the urethra during the act of urination demonstrates 
the descent of the base of the bladder and a funnel forma- 
tion of the internal one-third of the urethra. At the same 
time there is relaxation of the compressor sphincter 
urethrae and a straightening of the canal. 

The downward thrust of the base of the bladder is fol- 
lowed by contraction of the lateral walls and the dome so 
that the contraction of the dome directs the force down- 
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ward toward the vesical outlet. If there is insufficient 
fixation of the urethra and/or the floor of the bladder, 
a “sliding urethra” results and the urethra and bladder 
appear to crawl out from beneath the pubis symphysis. 
The result is an increase in the concavity of the urethra 
and an increase in the urethrotrigonal angle. The expul- 
sive force is directed through the trigone toward the an- 
terior vaginal wall. Retention of urine results. The female 
lacks the strong ejaculatory action of the male that as- 
sists in the complete evacuation of the urethra and 
bladder. If there is vesical outlet obstruction and weak- 
ness of contraction of the detrusor at the dome, the con- 
traction will result in an upward expulsion force and the 
effect of voiding into the dome occurs. Here, too, urinary 
retention is the result, and it is in these persons that a 
second, but smaller, voiding often takes place. In neither 
instance is there a herniation of the bladder or urethra 
(cystocele or urethrocele), but the extrinsic obstruction 
is just as effective in producing dysfunction as an intrinsic 
obstruction would be. 
SUMMARY 


A review of the reasons for consultation of the last 
1,000 female patients seen in private urologic practice is 
presented. Of these patients, 52.9% were found to have 
lower genitourinary tract dysfunction as the primary 
pathological process. An explanation is offered for the 
frequent occurrence of chronic urethritis, called sliding 
urethra in this study. The management of some types of 
urethral and bladder dysfunction is outlined. 
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Use of Iron Medication.—It has been emphasized repeatedly 
in recent years that (1) iron can be expected to give satis- 
factory results only when administered to patients with an 
iron deficiency, which is almost always due to chronic hemor- 
rhage, and (2) the dosage of the metal must be adequate. 
For a number of years I have attained entirely satisfactory 
results by giving enteric-coated ferrous sulfate tablets, 0.3 gm. 
(5 gr.), three times a day before meals. If the desired effect 
does not occur within two weeks, the dosage is doubled. I 
have not observed that the addition of anything else, including 
copper, vitamins, etc., has ever enhanced the effect of iron 
alone when given in the proper dosage. 

We now have a preparation of iron which can be given 
intravenously. It is the saccharated oxide of iron. Let me 
emphasize, however, that I advise the oral administration of 
iron in all instances in which this is possible. Occasionally, 
however, a patient who cannot tolerate oral iron because it 
upsets the gastrointestinal tract can be treated successfully 
with saccharated oxide of iron. A 5 cc. ampule contains 
100 mg., and we give 50 mg. (2.5 cc.) the first day slowly 
intravenously, then 100 mg. in a 5 cc. volume every day 
thereafter until the total calculated dose is injected. One 
hundred milligrams of saccharated oxide of iron will raise 
the hemoglobin in an average adult about 4 per cent. There- 
fore, if a 40 per cent deficit is present in the hemoglobin of 
the circulating blood you would give a total dosage of 50 cc. 
or 1,000 mg. of saccharated oxide of iron over a period of 
10 to 14 days in order to bring the hemoglobin to 100 per 
cent. 

This preparation of iron is also useful occasionally in the 
last trimester of pregnancy when the patient finds it difficult 
to take the medication by mouth. Parenteral iron is not 
ordinarily indicated, but when needed it can be given without 
difficulty if it is injected slowly—Cyrus C. Sturgis, M.D., 
Use of Iron Medication, Postgraduate Medicine, September, 
1953. 
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ADVANTAGES AND COMPLICATIONS OF TRACHEOTOMY 


Hamilton §. Davis, M.D., Henry E. Kretchmer, M.D. 


and 


Roger Bryce-Smith, B.M., D.A., Cleveland 


The possibility of relieving upper respiratory obstruc- 
tion by a tracheotomy was first discussed by Asclepiades 
in 124 B.C., but the first authentic operation was prob- 
ably performed by Brassavola in 1546.' Until the middle 
of the 19th century, it was considered a hazardous pro- 
cedure and was rarely performed. Even after this time 
it was still regarded as a last resort for such dire emer- 
gencies as might arise in membranous diphtheria, neo- 
plasms of the upper respiratory tract, and, occasionally, 
injuries of the pharynx, larynx, and trachea. During the 
last 10 years the operation has been performed more 
frequently, but still usually as an emergency procedure, 
and the newer concept of an elective operation has been 
accepted with reluctance in many quarters. Anesthesiol- 
ogists have come to recommend this operation more as 
a prophylactic measure than as an emergency treatment, 
not only because an airway is assured but, perhaps even 
more specifically, because it provides an easy route to 
the lower respiratory tract for aspiration of secretions. 

In addition to relieving respiratory obstruction, the 
value of tracheotomy has recently become apparent in 
the following conditions: (1) weakness of the respiratory 
muscles, causing difficulty in removal of secretions by 
coughing; (2) loss of voluntary control of the airway; 
and (3) unconsciousness, with an absent or weak cough 
reflex leading to subsequent atelectasis and pneumonia. 
We are not alone in having stressed the value of 
tracheotomy in head injuries ° and bulbospinal polio- 
myelitis.’ We have also advocated its use in various con- 
ditions, including certain other diseases of the central 
nervous system, barbiturate intoxication, acute laryngo- 
tracheobronchitis, trauma, and neoplasms affecting the 
upper respiratory passages. 

The fear of disfiguring cosmetic results is uppermost 
in the minds of many persons. Paradoxically, this objec- 
tion is rarely listed in the medical literature, perhaps 
because those who raise the objection realize that a scar 
is a small price to pay for averting certain death. Other 
complications, both immediate and postoperative, must 
be considered as calculated risks. 

Severe hemorrhage, technical difficulty with the sur- 
gical procedure, pneumothorax, mediastinal emphysema, 
laceration of the esophagus, massive aspiration of blood, 
prolonged apnea on the relief of obstruction, and even 
death have been reported as immediate operative com- 
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plications. Some of these may be seen during the post- 
operative period also, but it is often difficult to establish 
whether they were initiated before or during the opera- 
tion. In addition, however, the following factors must 
be listed: secondary hemorrhage, tracheobronchitis, 
atelectasis, pneumonia, subcutaneous emphysema, ob- 
struction of the tracheal cannula, incorrect size of 
cannula, glottic stenosis, infection of the wound, hoarse- 
ness, and difficulty in extubation. 


PRESENT STUDY 

In view of this formidable list of complications and 
hesitancy on the part of some surgeons to perform elec- 
tive tracheotomy, we thought it wise to study the direct 
complications and effects of the operation before further 
encouraging its use in the management of patients with 


_ airway problems. We have therefore investigated the 


records of 155 consecutive tracheotomies performed on 
151 patients during the five year period 1948 to 1952 at 
the University and City hospitals of Cleveland. In this 
period chemotherapy and the use of antibiotic drugs were 
well established and minimized at least one source of 
possible complications. This factor is common to all our 
cases, and no attempt has been made to compare them 
with others performed prior to the advent of modern 
drug therapy. 

About half of our tracheotomies were performed in 
1952, and we have had personai experience in the man- 
agement of most of these. For purposes of comparison 
and évaluation, the series has been divided into six 
groups according to the disease from which the patient 
was suffering (table 1). 


COSMETIC RESULTS 

The cosmetic results could be evaluated in only 56 of 
the 155 tracheotomies performed. In the remainder, 
some patients had permanent tracheostomies, some died, 
and the rest could not be traced or their records were not 
sufficiently complete to give an adequate evaluation 
(table 2). 

It is encouraging that 84% of those patients who 
could be checked had good cosmetic results. Of those 
results classified as poor some might be described more 
accurately as fair, and included minor keloid formation. 
A survey of the literature has revealed nothing on this 
aspect of tracheotomy—except in the case of permanent 
stomas following total laryngectomy ‘—and therefore 
we have included our small series. We believe that if such 
a high proportion have a good cosmetic result, the pa- 
tient and surgeon alike may gain confidence from this 
knowledge. 

Primary healing is to be expected regardless of how 
long the tracheotomy tube is left in place. Tracheostomies 
have been reported that have tended to close spontane- 
ously after 70 years. 
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COMPLICATIONS 

Operative Complications.—The operative complica- 
tions that we encountered in this series are listed in table 
3. It is likely that a certain number of complications were 
not recorded, because they either were not recognized or 
were of a minor character. The most important hazard 
met during operation was hemorrhage, which was fre- 
quently associated with operative difficulties. To this 


TaBLE 1.—Total Series Divided into Groups According to the 
Primary Condition 


198 189 1950 1951 1952 Total 


0 0 7 5 39 51 
2 11 7 6 9 35 
5 1 1 7 22 
2 1 0 10 6 19 
Central nervous system disease... 0 0 2 6 11 19 
Central nervous system injury.... 0 0 0 3 6 9 

20 17 31 78 155 


TaBLE 2.—Cosmetic Results of Tracheotomy 


20 


must be related the skill of the surgeon and the circum- 
stances under which the operation was performed. As 
might be expected, more complications occurred when 
the operation was performed as an emergency. In 89 
emergency tracheotomies, complications occurred in 26, 
an incidence of 29.2%. In 66 elective operations, com- 
plications occurred in 9, an incidence of 13.7%. 

Many factors influenced these figures, including the 
condition of the patient, the availability of a competent 
surgeon, the presence of an anesthesiologist or other per- 
son capable of maintaining the airway of the patient 
during the operation, adequate assistance, and operating 
room facilities. These findings suggest that a tracheotomy 
should be performed whenever possible as an elective 
operation under optimum conditions. The few unneces- 
sary tracheotomies resulting from such a philosophy will 
cause little harm and the results will justify the risk. In 
retrospect, we are of the opinion that at least 17 of the 
emergency operations could or should have been per- 
formed electively. 

Provided an airway is assured before operation, the 
choice of anesthetic, either local or general, is of second- 
ary importance in most cases. Such an airway may be 
established by the passage of a bronchoscope or endo- 
tracheal tube with the patient under topical anesthesia 
or without any anesthesia at all in extreme cases. General 
anesthesia must be forbidden unless the airway can be 
guaranteed, by intubation if necessary. The importance 
of this is emphasized by the four deaths that occurred in 
our series owing to asphyxia due to obstruction un- 
relieved before the emergency operation was begun. 
Following intubation, the anesthesiologist can assist the 
surgeon by correctly positioning the head and by manip- 
ulating the endotracheal tube or bronchoscope to assure 
the airway during the critical time when the cannula is 
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being inserted. In children it is often difficult to recognize 
structures, and a lighted bronchoscope can indicate the 
point at which the trachea should be entered. 


Proper placing of the tracheal incision may prevent 
certain postoperative difficulties, for example, in patients 
who are to be nursed in a tank respirator. The following 
case is illustrative. 

REPORT OF A CASE 

A man, aged 28, was suffering from the progressive paralysis 
of bulbospinal poliomyelitis. He was having difficulty in clear- 
ing his airway of secretions, and intercostal weakness made 
use of the respirator necessary. It was decided to perform a 
tracheotomy. He was intubated under topical anesthesia, and 
the operation was carried out with local anesthesia by in- 
filtration. The surgeon, however, miscalculated the point of 
incision into the trachea and, while thinking he was entering 
the second and third rings, actually incised the seventh and 
eighth. On the patient’s return to a respirator, it was found 
almost impossible to adjust the rubber collar in such a way 
that the tracheotomy opening would lie clear. The makeshift 
arrangement that became necessary did not give an air-tight 
fit and increased the nursing problems. 


In general, the tracheotomy opening should be as high 
as possible without risking damage to the cricoid, the 
usual cause of glottic stenosis.° The reverse is probably 
true in patients suffering from neoplasms of the upper 
respiratory tract.° A previous tracheotomy is not a 
contraindication to a second. Five of our patients had 
repeated operations without any difficulty. 

Postoperative Complications.—The presence of a for- 
eign body in the trachea, i. e., the cannula, necessarily 
causes a mild tracheitis and stimulates an increase in 
secretions. These reactions must be expected but, since 
they are temporary and do not influence the clinical 
course significantly, have been omitted from table 4. 

Atelectasis, bronchopneumonia, and tracheobronchitis 
head the list of postoperative complications, but it was 
known that these conditions existed preoperatively in 
many cases, a point well recognized in the literature.’ It 
was surprising to see how infrequently mediastinal 


TABLE 3.—Operative Complications of Tracheotomy 


No. of 


Complication Patients 


emphysema and pneumothorax occurred, although both 
have received the greatest prominence in reports. The 
disparity is difficult to explain but since routine post- 
operative chest roentgenograms were not made, a num- 
ber of cases must have been unrecognized. 
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(April) 1939. Kernan, J. D.: Injuries of Larynx; Traumatic and Thera- 
peutic, Laryngoscope 51: 292-295 (March) 1941. 

6. Figi, F. A: Tracheotomy: Study of 206 Consecutive Operations, 
Ann. Otol. Rhin. & Laryng. 43: 178-192 (March) 1934. 

7. Fitz-Hugh, G. S.: Tracheotomy: Study of 100 Consecutive Cases, 
South. M. J. 34: 1116-1121 (Noy.) 1941. 
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The mechanisms concerned with the production of 
mediastinal emphysema and pneumothorax have been 
investigated by numerous authorities. Since frequent 
trauma to the domes of the pleura is improbable, only 
two explanations seem likely. One suggestion is that, as 
the pretracheal fascia is incised, a potential space is 
opened through which air is drawn into the mediastinum 
by the high negative intrathoracic pressure occurring 
with excessive inspiratory efforts. This later ruptures 


TABLE 4.—Postoperative Complications 


No. of 

Complication Patients 


Total 


through the pleura to produce a pneumothorax.* The 
second theory implies a rising alveolar pressure second- 
ary to obstruction, with a series of minute ruptures that 
allow air to pass interstitially at first, then into the 
mediastinum, and finally into the pleural cavity.’ In both 
cases, abnormal pressures are required, such as are found 
in the presence of severe upper respiratory obstruction. 
Since one-third of our patients were suffering from polio- 
myelitis and therefore were incapable of excessive muscu- 
lar effort, a possible explanation is offered for the few 
pneumothoraces seen in our series. It is interesting to 
speculate whether the pressures produced by a tank 
respirator are sufficient to produce the necessary trauma 
to the lungs, even in the presence of extreme respiratory 
obstruction. 

Postoperative hemorrhage may be secondary to infec- 
tion or failure to establish efficient hemostasis, and the 
proximity of so many large vessels makes this complica- 
tion a very real danger. Mechanical erosion of the trachea 
by the cannula may cause bleeding. Such cases have 
been reported,'’ and we encountered one in our series. 


8. Goldberg, J. D.; Mitchell, N., and Angrist, A.: Mediastinal 
Emphysema and Pneumothorax Following Tracheotomy for Croup, Am. 
J. Surg. 56: 448-454 (May) 1942. Forbes, G. B., and Salmon, G. W.: 
Mediastinal Emphysema and Pneumothorax Following Tracheotomy: Re- 
port of 4 Cases, J. Pediat. 23: 175-183 (Aug.) 1943. Thomas, A., and 
Holland, N. W.: Tracheotomy with Complications of Pneumothorax, New 
Orleans M. & S. J. 100: 565-567 (June) 1948. 

9. Macklin, C. C.; Pneumothorax with Massive Collapse from Experi- 
mental Local Over-Inflation of Lung Substance, Canad. M. A. J. 36: 
414-420 (April) 1937. Barrie, H. J.: Interstitial Emphysema and Pneumo- 
thorax After Operations on Neck, Lancet 1: 996-998 (June 1) 1940. Evans, 
J. A., and Smalidon, T. R.: Mediastinal Emphysema, Am. J. Roentgenol. 
64: 375-390 (Sept.) 1950. 

10. Schlaepfer, K.: Fatal Hemorrhage Following Tracheotomy for 
Laryngeal Diphtheria, J. A. M. A. 82: 1581-1583 (May 17) 1924. 

11. Negus, V. E.: Explanation of Respiratory Failure Sometinies Occur- 
ring After Successful Tracheotomy, Ann. Otol. Rhin. & Laryng. 47: 608- 
614 (Sept.) 1938. 

12. Briggs, J. N., and Heseltine, J. R.: Tracheotomy in Acute Oblitera- 
tive Laryngotracheobronchitis, Brit. M. J. 2: 1064-1067 (Nov. 15) 1952. 
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Although infection of the wound is infrequent and 
relatively unimportant, such problems as obstruction of 
the cannula by secretions, blood, and vomitus are serious 
and can be prevented only by good nursing. 

Apnea after relief of obstruction is probably due to 
sudden lowering of arterial carbon dioxide so that the 
respiratory center, whose threshold has been elevated, is 
no longer stimulated. It has also been suggested that the 
result of an alkali reserve determination in itself may 
give an indication for performing a tracheotomy in long- 
standing respiratory obstruction." 


COMMENT 

From the lists of operative and postoperative compli- 
cations in the preceding tables, it would appear at first 
sight that 155 occurred in 155 tracheotomies. This is 
misleading, since any mishap that occurred, whether or 
not it was related to the operation, was recorded. Also, 
there were many instances of multiple complications in 
the same patient. Table 5, which indicates the number 
of tracheotomies associated with major and minor com- 
plications, is a more accurate representation of the 
results. 

Gross hemorrhage, pneumothorax, and mediastinal 
emphysema are examples of what were considered major 
complications; wound infection, slight hemorrhage, and 
subcutaneous emphysema were considered minor com- 
plications. It will be noted that major complications in 
the emergency group occurred almost twice as frequently 
as in the elective group. Most of the deaths in the series 
were not attributable to the tracheotomy, but to the 
underlying condition. Six deaths were, however, closely 
related to the operation. Four of these occurred during 


TaBLE 5.—Number of Tracheotomies with Complications 


Elective Emergency Total 
Major complications.......... 6 (9%) 14 (16%) 20 (18%) 
Minor complications.......... 1s 16 34 


the procedure and have been mentioned previously; both 
of the others were due to difficulty in extubation and 
occurred in the late postoperative period. 


SPECIAL GROUPS 

Patients with laryngotracheitis and poliomyelitis, in 
addition to providing about half of our series, were the 
only two groups that could be classified by discrete 
clinical entities. 

Laryngotracheitis—Most patients with laryngotrache- 
itis are not admitted to the hospital until they are in severe 
distress, and it is not surprising that all the tracheot- 
omies in this group were performed as emergencies. 
Even hospitalized patients may deteriorate so rapidly 
that there can be no choice, but if elective operation is 
possible, then the criteria of Briggs and Heseltine '” 
should be followed; the indications are (1) cyanosis, (2) 
restlessness, and (3) progressive fatigue. The last indica- 
tion is frequently not appreciated but is as real as the 
others, and is applicable not only to laryngotracheitis 
but to any other condition involving respiratory obstruc- 
tion or accumulated secretions. 


Poliomyelitis.—In the poliomyelitis group, no trache- 
otomies were performed before 1949, but thereafter they 
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were performed with increasing frequency, with a swing 
from emergency to elective operations (table 6). 

The decision to perform an elective tracheotomy de- 
pends on the site and progression of paralysis. Severe 
bulbar involvement is now well established as an indica- 
tion for the operation, but a rapidly falling vital capacity 
is in itself a good indication.'* Although at first sight this 


TABLE 6.—Number of Tracheotomies in Cases of Poliomyelitis 


1948 1949 1950 1951 1952 Total 
198 468 414 148 766 1,994 
Total tracheotomies... — — 7 5 39 51 
(1.7%) (8.4%) (5.1%) (2.6%) 


Emergency tracheotomies — _ (7) (3)° (9) (19) 
(100%) (60%) (23%) 
Elective tracheotomies = — ~- 2 : (32) 


(2) (30) 
(40%) (77%) (1.6%) 


Suggests merely intercostal weakness, it also implies an 
ineffective cough and, therefore, an inability to remove 
secretions in a patient who will probably need respirator 
care. Further, we are coming to believe that any patient 
who is desperately ill and must be nursed in the respira- 
tor should receive a tracheotomy, even though other 
specific indications are absent. 
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SUMMARY 

A total of 155 tracheotomies were studied to deter- 
mine the incidence and severity of complications during 
and following the procedure. Although a total of 155 
related complications were encountered, these occurred 
in 54 tracheotomies. In these 54 tracheotomies, major 
complications were seen in 20, 14 of which were emer- 
gencies. Elective tracheotomy, after the provision of an 
airway, reduces the number of serious complications and 
is to be preferred to emergency operation whenever 
possible. The high incidence of complications must be 
considered in relation to the gravity of the patient’s con- 
dition, with asphyxia and probably death as an alterna- 
tive. The cosmetic results were generally good and should 
never influence the decision to perform the operation. 
Tracheotomies should be recommended whenever the 
patient’s ability to maintain an airway or remove secre- 
tions is seriously impaired. 

2065 Adelbert Rd. (Dr. Davis). 


13. McDowell, F., and Wolff, H. G.: Early Tracheotomy in Anterior 
Poliomyelitis: Importance of Vital Capacity Determinations, J. A, M. A, 
151: 1160-1163 (April 4) 1953. 


ROLE OF ANTICHOLINERGIC DRUGS IN TREATMENT OF PEPTIC ULCER 


J.M. Ruffin, M.D., Durham, N. C., E. C. Texter Jr., M.D., Chicago, D. D. Carter, M.D. 


G.J. Baylin, M.D., Durham, N. C. 


The anticholinergic drugs are compounds that have 
been introduced recently into clinical medicine. As with 
other new agents that have been employed in the past in 
the treatment of peptic ulcer, the initial reports of the 
value of these drugs were glowing with enthusiasm. It 
was stated that one of these compounds, methantheline 
(Banthine), was so effective as the sole treatment of 
ulcer that conventional medical management was no 
longer necessary, that recurrences could be prevented, 
and that the need for surgery was obviated.' Many of 
these studies, however, were not controlled, and it is 
difficult to determine whether the beneficial effects 
attributed to the drug were actually produced by it. 
Recent investigations, more critically conducted, have 
failed to confirm some of the original observations, and, 
as a result, considerable confusion exists in the profes- 
sion as to the exact value of these agents. The purpose 
of this paper is to summarize present-day knowledge in 
an effort to clarify the role of the anticholinergic drugs 
in the treatment of peptic ulcer. 


PHARMACOLOGY 

The cholinergic blocking agents currently available in- 
clude methantheline (Banthine ), diphenmethanil (Pran- 
tal), oxyphenonium bromide (Antrenyl), and propan- 
theline bromide (ProBanthine). A large number of 
similar compounds are under investigation at the present 
time. It is beyond the scope of this paper to attempt a 
comparative evaluation of these compounds. 

These drugs interfere with the cholinergic transmis- 
sion of nerve impulses and differ from the atropine group 


in that they are effective not only at the effector site but 
also at the parasympathetic ganglions. This blockade of 
parasympathetic impulses results in a so-called “medical 
vagotomy” with inhibition of both secretory and motor 
activity of the stomach. In addition to these effects, Wolf 
has observed a decrease in engorgement of the gastric 
mucous membrane after their administration.* In higher 
dosage, there is some evidence of sympathetic ganglionic 
block of motor nerves and a curare-like action. 

Adverse side-effects include atropine-like visual and 
salivary disturbances, tachycardia, difficulty in urination, 
abdominal distention, constipation and an ill-defined 
feeling of lassitude or fatigue. Dermatitis and stomatitis 
occasionally follow their administration. 


EFFECT ON GASTRIC SECRETION 


It is generally agreed that the anticholinergic drugs 
inhibit gastric secretory activity with a reduction in both 


The ProBanthine used in this study was supplied by G. D. Searle & Co., 
Chicago. 

This study was supported in part by a grant from G. D. Searle & Co., 
Chicago, 

Read before the Section on Gastroenterology and Proctology at the 
102nd Annual Meeting of the American Medical Association, New York, 
June 2, 1953. 

From the departments of medicine and radiology, Duke University 
School of Medicine, Dr. Texter is now at the Department of Medicine, 
Northwestern University Medical Schoel. 

1. Grimson, K. S.; Lyons, C. K., and Reeves, R. J.: Clinical Trial of 
Banthine in 100 Patients with Peptic Ulcer, J. A. M. A. 143: 873 (uly 8) 
1950. Grimson, K. S.: A Clinical Trial of Banthine in Cases of Peptic 
Ulcer, Gastroenterology 14: 583 (April) 1950. 

2. Abbott, F. K.; Mack, M., and Wolf, S.: The Action of Banthine on 
the Stomach and Duodenum of Man with Observations on the Effect of 
Placebo, Gastroenterology 20: 249 (Feb.) 1952. 
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volume and acidity.® The response following oral admin- 
istration in each patient is both variable and unpredict- 
able, and anacidity is not often attained with currently 
available drugs unless high doses are employed. After 
parenteral administration, anacidity occurs more fre- 
quently. Unlike vagotomy, these drugs have little effect 
on the cephalic phase of gastric secretion.* The duration 
of the antisecretory effect of these drugs is likewise 
variable, lasting from 30 minutes to several hours. Potent 
antisecretory activity usually is accompanied by pro- 
found side-effects. There is no convincing evidence of 
cumulative action or of the development of tolerance 
after prolonged administration. 


EFFECT ON GASTROINTESTINAL MOTILITY 

The effect on gastrointestinal motor activity is gen- 
erally more pronounced and less variable than on secre- 
tion.” In the normal person there is no demonstrable 
effect on the motility of the esophagus as determined by 
roentgenography; however, balloon studies ° have dem- 
onstrated a reduction in spontaneous motility of the 
esophagus after methantheline is given intravenously. 
This agent does not relax the cardiac sphincter or accel- 
erate the passage of barium into the stomach. Adminis- 
tration of these drugs to patients with cardiospasm 
aggravates the condition, as does vagotomy.’ Gastric 
motor activity is greatly altered after parenteral adminis- 
tration; there is marked delay in emptying and cessation 
of peristalsis for a variable period of time. Propulsive 
and segmental activity of the small bowel usually is 
abolished. The results of oral administration are less 
striking. There is no significant effect of these drugs on 
the motor activity of the colon as observed by roentgen- 
ography, although balloon studies have demonstrated 
some reduction in peristalsis. 


USE IN PEPTIC ULCER 


Active Phase.—These drugs, in conjunction with con- 
ventional ulcer therapy, are highly effective in many 
ambulatory patients with an active ulcer. Their adminis- 
tration is usually followed by prompt relief of ulcer 
distress. The following case report illustrates the effec- 
tiveness of the anticholinergic drugs when given orally. 


3. Benjamin, F. B.; Rosiere, C. E., and Grossman, M. I.: A Compari- 
son of the Effectiveness of Banthine and Atropine in Depressing Gastric 
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J. M.: Effects of a New Cholinergic Blocking Agent (SKF-1637) on Gastric 
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A 59-year-old Negro man gave a history of typical inter- 
mittent ulcer pain for 10 years. Despite strict dietary therapy, 
antacids, sedation, and belladonna, his pain continued and 
radiated to the back. Roentgenograms revealed a marked 
deformity of the duodenal bulb, with a crater in the posterior 
wall. Hospitalization was not possible, and the patient was 
given propantheline, 30 mg. orally, before meals and at bed- 
time in addition to conventional therapy. One week later he 
was symptom-free, and during the ensuing six months he had 
no recurrence of ulcer distress. 


A number of patients, however, are not relieved of 
their pain in spite of increased oral dosage, and hospital- 
ization is required. In such cases, parenteral administra- 
tion of anticholinergic agents frequently is followed by 
prompt relief of ulcer distress. Pain can be relieved often 
within a few minutes by injecting them intramuscularly 
and almost instantly by giving them intravenously. 
Furthermore, recurrence of pain frequently is prevented 
by intramuscular injection every six hours over a period 
of several days. The next case report is typical of the 
response to anticholinergic drugs given parenterally 
when oral administration is ineffective. 

A 19-year-old white boy gave a history of recurrent attacks 
of ulcer distress for the preceding five years. A roentgenogram 
revealed a marked deformity of the duodenal bulb, with a 
suspicious crater. Hospitalization was not possible; therefore, 
a strict diet, antacids, sedation, and bed rest were prescribed. 
In addition, propantheline, 30 mg., was given orally before 
meals and at bedtime. One week later, the patient was still 
complaining of severe epigastric pain with radiation to the 
back. Two or three minutes after intravenous injection of 
20 mg. of propantheline, the patient’s pain was completely 
relieved and did not recur during the succeeding period of 


hospitalization while he was receiving propantheline, 20 mg. 
intramuscularly, every six hours. 


A small number of patients fail to respond to conven- 
tional therapy supplemented by either oral or parenteral 
administration of anticholinergic drugs. Usually such 
patients have a perforated walled-off ulcer, and prolonged 
conservative management is of little value. Once the 
diagnosis of walled-off perforation has been made, sub- 
total resection should be performed without delay. The 
failure of these drugs in a patient having a walled-off 
perforation is illustrated by the next case report. 

A 53-year-old white woman gave a history of recurrent 
attacks of ulcer pain for 12 years. Perforations occurred in 
1944, 1945, and 1946. A gastroenterostomy was performed 
in 1945 and a subtotal gastric resection in 1946. Epigastric 
pain recurred despite a transthoracic vagotomy in 1947. A 
marginal ulcer was demonstrated on repeated occasions. In 
1953, the patient again was hospitalized because of a severe 
recurrence that did not respond to conventional therapy. Anti- 
cholinergic drugs were given parenterally over a period of 
several days with little effect. At operation a marginal ulcer, 
with a walled-off perforation adherent to the anterior ab- 
dominal wall, was found. 


Quiescent or Interim Phase.—The role of these drugs 
in the long-term management of ulcer is still contro- 
versial. Only a few carefully controlled studies of their 
effect on the course of the disease have been carried out.” 
In order to determine what effect one of these agents 
might have on the incidence of recurrences and on the 
development of complications, a controlled clinical 
study, in which neither physician nor patient knew the 
identity of the drug prescribed, was undertaken re- 
cently.'’ One hundred milligrams of methantheline or 
0.4 mg. of atropine were given four times daily to alter- 
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nate patients as adjuncts to conventional therapy. Two 
hundred fifty patients were followed for a mean period 
of 13 months. 

Those patients taking methantheline had significantly 
fewer and milder recurrences than those taking atropine; 
however, the incidence of recurrences was high in both 
groups—75% in those taking methantheline and 90% 
in those taking atropine. It was found that those patients 
whose symptoms were classified as being mild prior to 
beginning the study had no recurrences while taking 
methantheline, whereas in those with severe symptoms 
the incidence of recurrences was essentially the same in 
both groups. In spite of the frequency of recurrences in 
both groups, 75% of those patients taking methantheline 
had good results as compared with 57% of those taking 
atropine. 

Despite greater symptomatic relief while taking meth- 
antheline, the development of complications (hemor- 
rhage, perforation, or obstruction) and the number of 
patients requiring surgery were essentially the same in 
both groups. From these studies it was concluded that 
the eventual course of the disease was not altered signifi- 
cantly by the administration of methantheline, although 
symptomatic improvement usually occurred while the 
patient was taking the drug. 

Complications of Ulcer.—The role of these drugs in 
the treatment of two of the complications of ulcer, 
hemorrhage and obstruction, is also controversial. There 
is little, if any, published data on this subject. Some feel 
that reduction in acidity and motility is desirable in pa- 
tients with active bleeding, while others believe that lack 
of tone and dilatation of the stomach are detrimental. 
There is no evidence that these drugs alter the clotting 
mechanism.‘ Likewise, in patients with obstruction re- 
duction in acidity and spasm is thought to be beneficial; 
on the other hand, paralysis of the stomach might make 
complete a previously partial obstruction. 

In our experience, no rules can be laid down that 
apply to all cases, and each patient must be evaluated 
individually. To illustrate, patients with mild hemorrhage 
usually recover with conventional medical management 
alone, and the anticholinergic drugs are unnecessary. In 
moderately severe hemorrhage, these agents may be used 
parenterally, provided immediate surgery is not contem- 
plated and constant gastric suction is employed. In mas- 
sive hemorrhage, either with or without shock, the 
likelihood of surgical intervention contraindicates their 
use. Patients with partial gastric retention, especially 
that associated with spasm due to active ulcer, are fre- 
quently benefited by these drugs. In severer retention, 
however, abolition of peristalsis usually aggravates the 
condition. Obvious pyloric stenosis due to scarring is a 
definite contraindication to their use. It is generally 
agreed that these drugs are contraindicated in perforation 
into the free peritoneal cavity. 

In any patient in whom abdominal surgery is contem- 
plated, these drugs should not be used during the imme- 
diate preoperative period because of dilatation and 
paralysis of the stomach and small intestine. For the 
same reason their use is contraindicated in the post- 
operative period. Furthermore, the drugs should not be 
used immediately preceding roentgenologic study of the 
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upper gastrointestinal tract because the roentgenologist 
will have great difficulty in interpreting his findings prop- 
erly in a partially paralyzed stomach. 


COMMENT 


With the advent of the anticholinergic drugs, the pro- 
fession has at its disposal for the first time agents that 
are effective in reducing both secretory and motor activity 
of the stomach. These drugs have been proved extremely 
useful as adjuncts to conventional management of active 
peptic ulcer, whether duodenal, gastric, or marginal. 
Their most striking clinical effect is the relief of ulcer 
pain, which is frequently dramatic after parenteral ad- 
ministration. It is of interest to note that this relief of 
pain is synchronous with cessation of gastric motility 
despite artificially produced high acid values.'' Relief of 
pain, however, is not necessarily indicative of healing as 
ulcer craters have been observed to persist for weeks or 
months under treatment even though the patient was 
symptom-free. There are no accurate data on the effect 
of these drugs on the healing time of ulcer. In fact, 
measurement of the healing time in duodenal ulcer is so 
difficult that it is doubtful that such data can be ob- 
tained.'* These agerts have been disappointing in the 
long-term management of ulcer, since recurrences are 
not prevented and the incidence of complications or the 
need for surgery are not significantly altered by their 
prolonged administration. It should be emphasized that 
these drugs are not necessary in the management of the 
simple, uncomplicated ulcer. 

It is to be hoped that more effective compounds will 
be developed that will enable physicians to control more 
satisfactorily, if not to prevent, the recurrences and com- 
plications of peptic ulcer. 

11. Legerton, C. W., Jr.; Texter, E. C., Jr., and Ruffin, J. M.: The 
Mechanism of Relief of Pain in Peptic Ulcer by Banthine, South M. J. 
45:310 (April) 1952. Hightower, C. N., Jr., and Gambill, E. E.: The 
Effects of Banthine on Pain and Antral Gastric Motility in Patients with 
Duodenal Ulcer, Gastroenterology 23: 244 (Feb.) 1953. Ruffin, J. M.; 
Baylin, G. J.; Legerton, C. W., Jr., and Texter, E. C., Jr.: Mechanism of 
Pain in Peptic Ulcer, ibid. 23: 252 (Feb.) 1953. 


12. Ivy, A. C.; Grosman, M. I., and Bachrach, W. H.: Peptic Ulcer, 
Philadelphia, The Blakiston Company, 1950, p. 151. 


Protecting the Farmer from Poisonous Dusts.—Fungicidal 
dusts containing organic mercury compounds are widely used 
in agriculture, particularly as seed disinfectants to prevent 
the smut diseases of cereals. For many years mercurial deriva- 
tives of the phenyl and tolyl series have been manufactured 
without any mishaps worse than an occasional burn on the 
skin. However in 1940 it was found that poisoning by inhala- 
tion of a compound of the methyl series affects the nervous 
system in a unique manner. The typical signs of mercurialism 
are not found. There are severe generalized ataxia, dysarthria, 
and a gross constriction of the fields of vision, memory and 
intelligence remaining unaffected. In severe cases the patients 
are permanently crippled and unable to stand or to speak 
intelligibly. In the manufacture of organic mercury com- 
pounds, elaborate precautions must be taken to prevent either 
contact with the skin or inhalation. The use of gloves and 
respirators is not enough. The whole process of manufacture, 
including the final packing of the dusts, must be carried out 
mechanically in closed apparatus. The lower alkyl mercury 
compounds should never be made or handled. The farmer 
should be protected both by warnings that mercurial dressings 
are poisonous and by schemes whereby he can obtain seed 
already dressed.—D. Hunter, M.D., Occupational Diseases 
with Neurological Symptoms and Signs, The Practitioner, July, 
1953. 
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BRUCELLOSIS CAUSED BY BRUCELLA ABORTUS, STRAIN 19 


Wesley W. Spink, M.D. 


and 


Hugh Thompson, M.D., Minneapolis 


In 1923, Buck * isolated a virulent culture of Brucella 
abortus from the milk of a cow. This culture, after stand- 
ing at room temperature for a year, remained smooth, 
and although its virulence was considerably reduced, its 
antigenic properties were retained. After hundreds of 
subcultures and passages through animals, the original 
virulence of this strain has not been regained. Because 
of these stable characteristics, the Bureau of Animal 
Industry of the United States Department of Agriculture 
has successfully encouraged the use of strain 19 for 
immunization of cattle against brucellosis. Persistent 
infections in animals have not been established in this 
manner.- 

The question has often arisen as to whether humans 
are ever infected by strain 19. No evidence has ever been 
presented to show that persons have contracted brucel- 
losis from cattle as a result of vaccination with this strain. 
Gilman,’ however, has put forth a cautionary note for 
those handling the vaccine by stating “that Strain 19, is 
under certain conditions, capable of infecting humans.” 
He cited the instance of a student in veterinary medicine 
who became accidentally infected after entrance of the 
organisms into the mucous membrane of the eye while 
he was vaccinating a calf. As far as we know, this is the 
only recorded instance in which evidence indicates that 
a human infection was caused by strain 19. For this 
reason, we are reporting two cases of brucellosis that 
occurred in veterinarians who were immunizing calves. 
While the organism was not recovered from the first pa- 
tient, the evidence indicates quite clearly that strain 19 
was the cause of his illness. The second man was infected 
under circumstances similar to those in Gilman’s case; 
entrance into the body was through the mucous mem- 
brane of the eye while a calf was being vaccinated. 
Brucella organisms isolated from the patient’s blood had 
characteristics compatible with those of strain 19. 


REPORT OF CASES 

Case 1.—A_ 25-year-old married white veterinarian was 
vaccinating calves on June 6, 1950. During the course of his 
work, he dropped the needle and syringe on the ground at 
1:00 p. m., and, when he picked up the syringe, the needle 
accidentally entered the palm of his right hand. At 7:00 
p. m. that evening, his hand became swollen, painful, and 
tender. At 11:00 p. m., he took 250 mg. of chlortetracycline 
(aureomycin) by mouth. He had a restless night. By morning 
his temperature was 102 F, and he had chills and generalized 
body aches. He took two more doses of chlortetracycline, 
250 mg. each, four hours apart. His physician then recom- 
mended hospitalization. 


From the Department of Medicine and the Student Health Service, 
University of Minnesota Hospitals and Medical School. 
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agglutinin titer of 1:80, and in November, 


There were several points in the history of this man that 
contributed to an understanding of the pathogenesis of his 
illness. For several months he had had a chronic skin eruption, 
particularly on his arms, that involved the hair follicles. The 
lesions presented small reddened areas of suppuration. He 
noted that whenever blood from a cow with brucellosis con- 
taminated his hands and arms there was a marked accentu- 
ation of the rash. In August, 1949, he had had a Brucella 
1949, a titer of 
1:160, which indicated an inapparent Brucella infection. The 
flaring of the rash on his arms when brought into contact 
with blood from infected cows indicated a state of hyper- 
sensitivity to Brucella antigen, a condition common to veteri- 
narians as pointed out by Huddleson.* Furthermore, he stated 
that about one and one-half years before his present illness, 
he had a similar accident when the needle on a syringe, which 
contained viable organisms of strain 19, entered his foot. 
At that time he had a localized reaction but no systemic 
complaints. 

On admission to the hospital, approximately 24 hours after 
the accident, the man’s temperature was 102.2 F and pulse 
rate 88 per minute. He appeared toxic with a hot and flushed 
face. There were no abnormal physical findings except a 
folliculitis of the upper part of the arms and chest. There was 
a puncture wound in the palm of the right hand between the 
bases of the third and fourth fingers. The hand was swollen 
and tender. The right forearm displayed lymphangitis, with 
tenderness along the flexor surface. The axillary nodes on 
the right side were enlarged and tender. The initial laboratory 
data revealed a normal urine analysis. The hemoglobin was 
14.1 gm. per 100 cc., and the total leukocyte count was 
6,850 per cubic millimeter, with 89% polymorphonuclear 
neutrophils and 11% lymphocytes. The erythrocyte sedimen- 
tation rate was normal. Agglutinins for Brucella were present 
in a titer of 1:160, and an initial blood culture remained 
sterile. The man was treated with chlortetracycline; he received 
500 mg. four times daily. Hot packs were applied to the right 
hand. His clinical course is outlined in figure 1. During the 
first 36 hours, illness was marked by shaking chills and fever. 
On the third day, the patient felt much better, but the right 
middle finger was tender and movement of the digit was pain- 
ful. He continued to improve, and he went home on the ninth 
day. He continued to take chlortetracycline for a total of 21 
days. Except for a small amount of swelling of the right 
middle finger and limitation of motion, there were no residuals 
of the illness at the time the man was discharged from the 
hospital. 

In summary, this is the case of a man who had been 
previously exposed to brucellosis. Evidences for this expqsure 
were the presence of Brucella agglutinins in his blood and the 
marked state of hypersensitivity to Brucella antigen. The in- 
troduction of strain 19 into his hand resulted in both localized 
and systemic reactions. It is not known whether the man’s 
blood stream was invaded by viable Brucella because cultures 
remained sterile. It should be remembered that chlortetra- 
cycline was administered before specimens of blood were 
obtained for culture. The type of illness observed in this man 
is not uncommon and is seen oftenest in persons in whom 
Brucella antigen has been injected for diagnostic or thera- 
peutic purposes. It is a manifestation of tissue hypersensitivity 
to Brucella antigen. Persons repeatedly exposed to Brucella, 
such as veterinarians and laboratory workers, are most likely 
to display this type of illness. 

Case 2.—A 25-year-old, unmarried, white student of veteri- 
nary medicine was in an excellent state of health prior to his 
illness. During the latter part of March, 1953, he secured 
temporary work with a veterinarian immunizing calves with 
strain 19. Eight days before the onset of his illness, the student 


V 
19 


Vol. 153, No. 13 


was vaccinating a calf in the caudal region. He was using a 
lyophilized preparation of strain 19 that had been recon- 
stituted in 6 ml. of solution. According to the standards of 
the Bureau of Animal Industry, under which this material is 
marketed, the suspension contained a minimum of 10 billion 
viable organisms per milliliter. While bending over in an 
attempt to inject a portion of the suspension into the sub- 
cutaneous tissue of the animal, an obstruction to the flow 
through the needle was encountered, and, because of back 
pressure, “most of the suspended organisms” contained in the 
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Fig. 1.—Clinical course of patient (case 1) with brucellosis caused by 
Brucella abortus, strain 19, 


syringe were splashed into both eyes. No inflammatory re- 
action of the ocular tissues ensued, and the student suffered 
no ill effects until eight days later when pain in the muscles 
occurred and was followed by frontal headaches, chills, and 
fever. He became progressively worse, and 11 days after the 
onset of the illness he entered the hospital. 

Of particular interest in this patient’s history is the fact 
that he had always enjoyed good health. It was known that 
he did not have Brucella agglutinins in his blood prior to this 
illness. When he entered the hospital he was quite ill and 
exhibited evidence of severe toxemia. His outstanding com- 
plaints were marked weakness and rigors followed by fever. 
He had generalized body aches, with severe occipital head- 
ache and pain over the lumbar area. He was anorexic and 
restless. 

Physical examination revealed a temperature of 103 F; 
pulse, 100; and blood pressure, 130/70 mm. Hg. His skin 
was warm and moist. No lymphadenopathy was present. The 
eyes appeared normal. The only physical abnormality noted 
was an enlarged and tender spleen palpated 2 cm. below 
the left costal margin. There was pain on percussion over the 
lumbar spine. The urine analysis was normal. The hemoglobin 
level was 16.2 gm. per 100 cc. The leukocyte count was 5,700 
per cubic milliliter, with 87% polymorphonuclear neutrophils, 
11% lymphocytes, and 2% monocytes. The erythrocyte sedi- 
mentation rate was normal. During the first 48 hours after 
admission, eight specimens of venous blood were cultured in 
Albimi Brucella broth. From one of these cultures, an organism 
compatible with Br. abortus, strain 19, was isolated. The 
initial Brucella agglutinin titer was 1:320. A skin test done 
with brucellergen elicited a mild localized reaction. 

The patient’s clinical course is presented in figure 2. He 
had severe episodes of chills, and on the second day his 
temperature was over 105 F. Because of the seriousness of 
his illness, treatment was initiated with 0.5 gm. of dihydro- 
streptomycin given intramuscularly twice daily and 0.5 gm. 
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of chlortetracycline administered orally four times a day. 
Within 24 hours his temperature dropped to normal, and 
within 72 hours he felt much better. He progressively im- 
proved, and on the fourth day of treatment his appetite had 
returned. After seven days of treatment the administration 
of dihydrostreptomycin was discontinued. Chlortetracycline 
was continued, however, and was given for a total of 21 
days. It should be noted that, on the ninth day after ad- 
mission, the patient’s Brucella agglutinin titer was 1:2,560 
and that blood cultures remained sterile. Except for some 
slight residual weakness when he left the hospital after a 
stay of 11 days, the patient had recovered. When seen one 
and two months later, he was completely recovered. His ag- 
glutinin titer was 1:1,280 one month and 1:320 two months 
after discharge. 


BACTERIOLOGICAL IDENTIFICATION 


In view of the exposure of the patient in case 2 to Br. 
abortus, strain 19, extensive studies were carried out on 
the culture obtained from his blood. The primary culture 
was acquired in Albimi Brucella broth ° contained in a 
bottle to which 10% carbon dioxide had been added. 
The first subculture grew aerobically, which is extremely 
unusual in our laboratory for freshly isolated strains of 
Br. abortus. A Gram stain of the culture revealed the 
characteristic gram-negative coccobacillary forms. The 
initial culture consisted of smooth colonies. A suspension 
in 0.85% sodium chloride solution was agglutinated by 
antibrucella rabbit serum. On dye plates, growth took 
place in the presence of basic fuchsin, but thionine in- 
hibited growth. These observations indicated that the 
culture contained Br. abortus, and the fact that the first 
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Fig. 2.—Clinical course of patient (case 2) with brucellosis caused by 


Brucella abortus, strain 19, Note that an initial culture of blood yielded 
Brucella organisms. 


subculture grew freely without added carbon dioxide sug- 
gested that this was a culture of Br. abortus, strain 19. 
Comparative studies were then made with three 
virulent strains of Br. abortus previously isolated from 
patients. The strains are known in this laboratory as 1, 


5. The Albimi Brucella broth was supplied by Albimi Laboratories, 
Inc., 16 Clinton St., Brooklyn, N. Y 
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Lynch 524, and El 9-28. The latter strain was isolated 
from a patient with subacute bacterial endocarditis. The 
standard culture of strain 19 was obtained from the 
Bureau of Animal Industry, and a lyophilized culture of 
strain 19 was studied that was similar to the one used 
by the patient while attempting to immunize a calf." The 
strain isolated from the blood of the patient is known as 
2068 in our laboratory. The results of these investiga- 
tions with these strains are presented in the table. It is to 
be noted that the three virulent strains of Br. abortus did 
not reproduce under aerobic conditions but that they 
required addition of carbon dioxide, which is in contrast 
to the two cultures of strain 19, and strain 2068 isolated 
from the patient. The virulent strains grew abundantly 
on agar plates containing from 0.2 to 0.6 mg. per milli- 
liter of thionine blue ‘ or methylene blue. The growth of 
two cultures of strain 19 and that of strain 2068 was, on 
the other hand, inhibited in all of the concentrations of 
dyes. Comparative virulence studies were carried out in 
guinea pigs using an inoculum of 1 million organisms 
from a culture that had been grown for 48 hours on 
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but the organisms did not reproduce in the presence of 
thionine blue and methylene blue. Studies in guinea pigs 
and mice demonstrated reduced virulence when com- 
pared to strains of Br. abortus isolated from human sub- 
jects. 

Because it was highly desirable that the identity of this 
strain be determined in other laboratories, subcultures 
were submitted to two competent persons who have had 
considerable experience in differentiating the dissociates 
of Brucella organisms. Dr. Norman B. McCullough, 
chief of the Laboratory of Clinical Investigation in the 
National Microbiological Institute, Bethesda, Md., kindly 
studied this strain and then submitted the following 
report: “Prior to making our observations with Brucella 
abortus culture 2068, we isolated the nearest to smooth 
phase represented in the culture. From a morphological 
standpoint, I would classify this phase as an early inter- 
mediate, that is Huddleson’s SI,. We were unable to 
recover an S phase from the culture. In comparison with 
Strain 19, this culture exhibits a similar dissociation pat- 
tern. Furthermore, we inoculated Strain 19 and Strain 


Comparative Studies with Virulent Cultures of Brucella Abortus, Cultures of Strain 19, and the Strain Isolated from the Patient 
in Case 2 {Strain 2068) 


Inhibition of Growth 
by Dyes 


> (0.2 to 0.6 Mg./M1.) 
Growth Under Thionine Methylene 
Strain Source Aerobie Conditions Blue Blue In Guinea Pigs In Mice 
1 Human Failed to grow; re- None 
quired added 
Lyneh 524 Human Failed to grow; re- None None 1:40 agglutinins; Brucella Caused death 
quired added CO. recovered from spleen in 24 hr. 
Fl 9-28 Human Failed to grow; re- None None 1:2,560 agglutinins; granu- Caused death 
quired added COs lomas in liver in 24 hr. 
19 ureau oO Grew abundantly Complete Complete No agglutinins or lesions Caused death 
Animal Industry and no recovery of in 3-5 days 
organisms 
Lyophilized 
2068 Human Grew abundantly Complete Complete No agglutinins or lesions Caused death 
and no recovery of in 3-7 days 


organisms 


Albimi Brucella agar. The bacterial suspensions were 
injected intraperitoneally into male guinea pigs, and the 
animals were killed six weeks later. None of the animals 
appeared ill when killed. As shown in the table, there was 
evidence that an infection was established in animals 
receiving the virulent cultures, Lynch 524 and El 9-28. 
Brucella agglutinins were demonstrated in the serum, and 
either lesions were seen or Brucella were recovered from 
the tissues. Animals that received strain 19 and strain 
2068 displayed no evidence of an infection. In a second 
type of virulence study to be reported in detail elsewhere, 
a suspension of 10 billion organisms was injected intra- 
venously into white mice. Under these circumstances the 
virulent strains of Br. abortus caused death within 24 
hours, whereas strains 19 and 2068 were less lethal; the 
mice succumbed only in three to seven days. 

These investigations revealed that the strain of Br. 
abortus isolated from the blood of the patient possessed 
the characteristics of strain 19. The culture was smooth 
and growth took place readily under aerobic conditions, 


6. The Brucella abortus (B. A. I. Strain 19) organisms were supplied 
by Dr. R. V. Johnston, Pitman-Moore Company, Indianapolis. 

7. McLeod, D. H.: The Use of Thionine Biue for the Identification of 
Brucella Abortus, Strain 19, J. Comp. Path. & Therap. 54: 248, 1944. 


2068 into guinea pigs using three different dosages and 
three animals for each level. Both Strain 19 and Strain 
2068 were recovered from the tissues of guinea pigs at 
the dosage level of one million organisms but not at one 
thousand. Strain 2068 failed to produce evidence of gross 
pathology with any of the dosage levels. From our studies 
then, culture 2068 has the same infectivity as Strain 19 
for guinea pigs. It is like Strain 19 in that it is not a 
smooth, but an intermediate colony type, and exhibits the 
same dissociation pattern as Strain 19. These data coupled 
with the studies which you have already done, would 
seem to me to identify your culture as presumably Strain 
19, as well as one will ever be able to do. All of the data 
are in accord with the hypothesis that this is Strain 19. 
No data are contradictory.” 

Dr. C. A. Manthei, head of the Section on Bacterial 
and Mycotic Diseases in the Animal Disease Station of 
the Agricultural Research Center, Beltsville, Md., also 
kindly studied this culture and stated: “According to our 
tests, the culture is a strain of Brucella abortus that did 
not require CO, for growth. Tests for virulence were 
conducted in guinea pigs and on tryptose agar plates con- 
taining various concentrations of thionine blue. The latter 
tests indicate that the virulence of Strain 2068 is similar 
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to that of Strain 19. It is impossible to make a more posi- 
tive statement because there are no tests at the present 
time that will unconditionally identify Strain 19.” 

In summary, this patient had a demonstrable bac- 
teremia due to Br. abortus. Subsequent studies of the 
causative organism indicated that it was Br. abortus, 
strain 19. In contrast with the illness in case 1, the genesis 
of this patient’s illness could not be ascribed to a state of 
hypersensitivity, since no ocular reaction followed the 
introduction of large numbers of organisms into the eye, 
and a skin test with brucellergen yielded only a mild, local 
reaction. Investigations now in progress indicate that the 
patient’s illness was associated with endotoxin liberated 
by strain 19. This endotoxin is found in common with the 
more virulent strains of Br. abortus, and comparative 
studies in animals show that, under certain circumstances, 
the endotoxin from strain 19 is just as lethal as the endo- 
toxin from the more invasive strains. These observations 
suggest that, given the proper host in which strain 19 can 
reproduce, illness will result because of the liberation of 
endotoxin. This mechanism is being investigated further 
in experimental animals. 


COMMENT 
An effective means for immunizing cattle against 
brucellosis involves the infection of viable organisms of 
Br. abortus, strain 19. In the campaign to eradicate 
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bovine brucellosis, strain 19 is being used extensively in 
the United States and in other countries where Bang’s 
disease is a problem. This report on human brucellosis 
caused by strain 19 does not imply in any way that the 
use of this vaccine should be curtailed. It does emphasize, 
however, that strain 19 is not innocuous and that it should 
be handled only by qualified persons, preferably veteri- 
narians, and then with the knowledge that the accidental 
introduction of the organisms into the human subject 
may be followed by illness. 


SUMMARY AND CONCLUSIONS 

Two veterinarians became ill after the accidental intro- 
duction of Brucella abortus, strain 19, into their tis- 
sues. In one, the illness was associated with marked 
hypersensitivity to Brucella. The organism was isolated 
from the blood stream of one of the patients who was 
quite ill with brucellosis, and the organism was identified 
as Br. abortus, strain 19. This is the first recorded in- 
stance in which such bacteriological proof has been 
accumulated and that shows that human brucellosis can 
be induced by strain 19. This report does not call for 
the restriction of immunization programs for bovine 
brucellosis but emphasizes that strain 19 should be em- 
ployed cautiously and only by properly qualified persons. 

1916 East River Terrace (14) (Dr. Spink). 


RECURRENT ANAL FISSURE 


CONCEPT OF PATHOGENESIS AND TREATMENT 


Guy L. Kratzer, M.D., Allentown, Pa. 


Chronic anal fissure represents one of the most painful 
diseases occurring in the anorectal area. Cure requires 
removal of all abnormal tissue and is primarily a surgical 
problem. Proper correction results in dramatic relief. The 
surgeon learns early in his career that some of the most 
grateful patients are those who have been successfully 
operated on for chronic anal fissure. The majority of these 
patients remain well. A significant number suffer from 
recurrence. It is for this reason that the present study was 
undertaken. 

DEFINITION OF PROBLEM 


A fissure is a slit-like elongated ulcer at or near the 
anorectal line. It is commoner in men than in women. It 
occurs during the active years of life and is most com- 
monly found in the posterior portion of the anal canal. 
Recurrence, after all forms of treatment and particularly 
after medical management and some forms of surgical 
treatment, is frequent enough to warrant a review of the 
etiology and pathogenesis of fissure. 

Removal of the ulcer alone will not result in a high 
enough incidence of cure. An attempt at removal of the 
cause must be made. The problem in theory is analogous 
to the surgical management of duodenal ulcer. 

During the past decade, occasional recurrence of fis- 
sures was noted. These recurrences were noted in patients 
who had been subjected to injection therapy, anal dilata- 
tion alone, or anal dilatation combined with limited sur- 


gery or excision of the ulcer without removal of the 
associated disease process. The patients in this category 
were treated in the physician’s office or the hospital. None 
of the patients in this group with recurrences were sub- 
jected to a complete rectal operation, that is, removal of 
all associated abnormal tissue, such as crypts, papillae, 
and hemorrhoids. This aroused interest and an attempt 
was made to explain the higher incidence of recurrence 
of fissures following the limited types of surgery than in 
those including more complete eradication of abnormal 


tissue. 
PRESENT KNOWLEDGE 


A review of our present concept of fissure is justified. 
The investigation concerns chronic anal fissure only and 
is not concerned with the acute fissure or break in the 
anal skin that occurs from trauma instituted by hard stool 
or other foreign body. These lesions heal spontaneously 
unless the causative trauma is repeated indefinitely. 

The classic description of the abnormality indicates 
that an anal fissure is a superficial ulcer, with thin edges 
and a smooth base that may be either pink or red. Fur- 
thermore, the commonly accepted theory suggests that, 
after the original ulcer or break in the skin occurs, the 
fecal discharges initiate a chronic inflammatory process 


From Department of Proctology, Allentown Hospital. 
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with resultant edema and reaction that eventually result 
in the elongated sentinal pile and fibrous papilla; hence 
the classic triad of sentinal pile, ulcer, and papilla. The 
commonly accepted causes of fissure are (1) angulation 
of posterior rectal wall with anal canal, (2) subcutaneous 
sphincter constitutes a bar, (3) first part of the anal 
sphincter lacks support and allows trauma to skin, (4) 
lack of firm support anteriorly in women, (5) failure of 
the second portion of the anal sphincter to decussate 
posteriorly, and (6) faulty anal hygiene and poor bowel 
habits. 

The three commonest complications of fissure, accord- 
ing to classic knowledge, are formation of a subcutaneous 
abscess with formation of a blind or incomplete fistula, 
anal contraction, and constipation with all its associated 
ills. 

INVESTIGATION 

On the basis of a liberal experience, the statement may 
be made that one may remove, in a givén case, all hereto- 
fore described pathological tissue, dilate the sphincter, 


A, appearance of typical anal fissure; B, fissure associated with fistula; 
and, C, wound after removal of diseased tissue. 


incise or excise a portion of the sphincter, and in every 
way follow the teaching of previous years and still have a 
comparatively high recurrence rate of fissures. The con- 
clusion to be drawn, then, is that some causative factor 
or pathological process has been overlooked. 

It is not claimed that anything new has been added to 
the literature; however, a few pertinent observations are 
recorded. On numerous occasions during surgery, the 
presence of a fistula associated with fissure was noted. 
The primary opening occurred in a crypt, one secondary 
opening occurred at the site of the fissure, and another 
secondary opening occurred on the skin at a distance 
beyond the fissure. This immediately posed the question 
as to the possibility of whether the fissure might merely 
be a manifestation of a fistula. This observation suggests 
that something in addition to simple ulcer is involved. 
The analogy of pathogenesis of fistula and fissure is defi- 
nitely suggested. This observation suggests the necessity 
of a search for a disease process that is not obvious on 
gross examination. 


1. Kratzer, G. L., and Dockerty, M. B.: Histopathology of the Anal 
Ducts, Surg., Gynec. & Obst. 84: 333-338 (March) 1947. 


J.A.M.A., Nov. 28, 1953 


It is the exception rather than the rule that patients 
with anal fissure will need surgery only for this entity. 
Invariably, when one makes a thorough examination 
during the surgical operation, other abnormalities, such 
as infected crypts, enlarged anal papillae, hemorrhoids, 
anal contraction, skin tags, abscesses, or other evidences 
of infection, will be observed. Of all these abnormalities, 
none seems to be so prominent as infection of the crypts. 
Although a frank fistula, which may be probed, is not 
always observed, the crypts frequently present evidence 
of infection, such as hyperemia, exudation, or unusual 
penetration. This suggested the possibility that micro- 
scopic examination might clarify the problem. 

In 1947, Dockerty and I,’ reported the results of an 
investigation to determine the presence or absence of anal 
ducts in the human, their nature, their relative position in 
the various areas of the anal canal, and their possible 
relationship to disease of the terminal bowel and its ad- 
jacent structures. These microscopic tubules communi- 
cate with the anal crypts and may extend into or through 
the sphincter muscle. There are seldom more than six or 
eight of these ducts. Their lining consists chiefly of several 
layers of polygonal cells, but the ampullae and branches 
are lined with one or two layers of cuboidal cells. They 
are most commonly found in the posterior portion of the 
anal canal. In a limited study of human embryos, their 
incidence was slightly greater in the male than in the 
female embryos. 

In a previous study of 100 anal crypts, it was noted 
that in practically every instance in which cryptitis was 
found there was also associated inflammatory reaction 
about the ducts. This observation stimulated further in- 
vestigation and accordingly several hundred slides made 
from tissue taken at the time of operation from patients 
with gross evidence of disease involving one or more anal 
crypts were studied. Those that did not show ducts were 
eliminated. The slides showing ducts were investigated 
to determine the presence or absence of cryptitis and in- 
flammatory reaction of the ducts themselves. Obviously 
these sections were in a selected group since each one to 
be included in this study had to show the crypt with a 
portion of rectal mucosa above and anal skin below and 
the underlining tissue containing the ducts. This group 
consisted of 24 sections. 

The term cryptitis indicates a diagnosis of a pathologi- 
cal condition that is made microscopically. To be so 
designated, the crypt must show unusual infiltration of 
the tissue with polymorphonucular leukocytes, plasma 
cells, lymphocytes, or a combination of these cells. In 
the chronic forms, fibrous tissue is usually an associated 
finding. In this study it was possible to designate each 
case of cryptitis as an acute, subacute, or chronic process. 
Of these 24 cases, 9 showed definite cryptitis. Of the nine, 
eight showed evidence of periductal inflammation. Only 
two cases showed periductal inflammation without ap- 
parent disease of the crypts. One case in the series showed 
the presence of cryptitis and polymorphonucular leuko- 
cytes in the lumen of the duct without apparent periductal 
inflammatory reaction. Normal ducts did not show such a 
collection of cells. It was not difficult to distinguish the 
normal duct from the abnormal one. Similarly, it was 
not difficult to distinguish the normal crypt from one in- 
volved in an inflammatory process. 
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METHOD OF INVESTIGATION 


The frequent association of fissure with cryptitis mani- 
fested by gross appearance lead to the suspicion that 
perhaps such associated infection accompanied all cases 
of fissure. To be sure, gross evidence was not present in 
all cases, but, on the basis of the previous study, it was 
not improbable that all such crypts would show micro- 
scopic evidence of infection. The possibility existed that 
residual infection in the crypts at least aggravated, if not 
originated, the anal fissure. 

For these reasons, then, it was decided to prove or 
disprove this theory. The only way was to remove the 
crypts in the respective quadrant along with the fissure 
and associated abnormal tissue, follow these cases, ob- 
serve the results, and compare them with cases treated by 
excision of the fissure alone. The technique is simple (see 
figure ). The entire quadrant of the anal canal was excised 
in such a manner as to include the fissure, the crypts, the 
hemorrhoids, and associated abnormalities. Great care 
was exercised to avoid injury to muscle. The cut edge of 
mucosa was then anchored to the internal border of the 
external sphincter by continuous suture. A smooth 
wound, devoid of overhanging edges, which would heal 
easily, resulted. Approximately 300 patients were treated 
in this manner. They were followed for at least one year. 
None of the fissures to our knowledge has recurred. On 
the other hand, approximately 100 fissures were treated 
by ulcer excision only, usually as an office procedure. At 
least five are known to have recurred. The more thorough 
or adequate procedure is really very little more difficult 
to perform than the limited procedure. The superior re- 
sults justify this effort. 

COMMENT 

Cryptitis is frequently observed in association with 
fissure, and it seems possible that such infection is the 
real cause of fissure. The probable sequence of events is 
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cryptitis, burrowing of infection by way of the anal ducts 
or periductal lymphatics and following the path of least 
resistance underneath the loose skin distally. The com- 
paratively thin skin, made friable by the effects of inlam- 
mation, would allow for its disruption just below the 
dentate line and eventually result in a fissure. Bowel 
movements would intensify the reaction; each acute at- 
tack would stimulate the formation of more indurated 
tissue. Each remission would allow the formation of 
fibrous tissue. This would account for the fibrous papillae 
and skin tags so frequently observed. The inability of the 
fissure or ulcer to heal spontaneously, because of a lack 
of drainage, would account for progression of disease in 
the formation of a subcutaneous sinus (fistula) somewhat 
beyond the fissure. From the viewpoint of pathogenesis, 
a fissure is a secondary opening of a fistula. The sub- 
cutaneous sinus seen in many cases of fissure would be 
another secondary opening. The analogy is definitely 
suggested. The layman’s confusion in terminology of fis- 
sure and fistula may be scientifically justified. 

The results in the 300 cases studied indicate that re- 
moval of infected crypts is important in obtaining a high 
incidence of cures. Removal of the corresponding crypts 
should be added to the classic operation for chronic anal 
fissure. This may be done safely without resulting scar 
formation at the anorectal ring. There is the possibility 
that anal fissure might behave, and should be treated, as 
an anal fistula. This phase of the subject requires more 
investigation. 

SUMMARY AND CONCLUSIONS 


This study presents a concept of the possible patho- 
genesis and treatment of chronic anal fissure. Failure to 
remove all pathological tissue, including infected anal 
crypts, may be a cause of recurrence. 


1447 Hamilton St. 


TODAY’S MEDICINE IN 
John Z. Bowers, 


Recently there has been a growing interest in the 
economic plight of village people in distant lands. Bold 
new programs to increase food production, to provide 
opportunities for education, and to improve health have 
been launched with the support of the United States Gov- 
ernment and private foundations. During the past year, 
I have spent about four months in India as medical ad- 
visor to the government of India and the Ford Founda- 
tion. The primary purpose of these visits was to assist 
in the development of a village health program that 
would integrate with the other aspects of the community 
development program in India. 

The health of a villager in India is the result of the 
interplay of a number of factors, some of which would 
at first glance seem far removed from health. Any en- 
deavor to improve the health of an Indian villager must 
consider existing health practices and prejudices, the role 
of indigenous medical practitioners, and related prob- 
lems. The material in this paper attempts to emphasize 
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some of these problems in the health field. Although the 
remarks refer to experiences in India, the basic problems 
apply to a number of countries that have predominantly 
peasant populations. The information and ideas have 
been gathered from travels to many village areas in India. 
I am particularly grateful to several outstanding Indian 
health leaders who have been willing to lead me through 
the maze of an Indian village or to tell me of the country 
and its problems. With the leadership of such persons 
as K. C. K. E. Rajah, D. S. Lakshmanan, and others, 
India is steadily moving forward in meeting her varied 
health problems. 
FACTORS THAT CONTRIBUTE TO HEALTH 


Size, Population Distribution, and Climate.—The size 
of a country, the distribution of its people, and its climate 


Oscar Lewis, Ph.D., collaborated in this study. 

Dean and Professor of Radiobiology, University of Utah College of 
Medicine, Salt Lake City. 
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are important factors in a nation’s health. India is a vast 
subcontinent of 375 million people, 85% of whom live 
in villages. Facilities for transportation and communica- 
tion are limited. Travel by air is easy between large urban 
centers, but the 500,000 villages have limited, if any, 
access to transportation, and for two to four months of 
the year monsoon rains isolate many of them completely. 
Thus, for really adequate medical care or preventive pro- 
grams, the majority of the villages must be self-sufficient. 
A physician, a clinic, or a nurse 10 miles away often 
means no physician or nurse. 

Education.—Health and education usually go hand in 
hand, and in India about 88% of the population is 
illiterate. Only about 25% of the villages have any facili- 
ties for primary education, and these are often over- 
crowded and poorly equipped. Several provinces have 
made two years of primary education mandatory. Fre- 
quently a school consists of a gathering, in a shaded place, 
of a teacher with a class of from 50 to 100 students vary- 
ing in age from 6 to 16 years. There are 11 different 
languages and several hundred dialects. Obviously, these 
factors pose serious problems in any program of health 
education. 

Religion.—Religious practices affect health in many 
ways. Dietary disciplines, such as the complete vege- 
tarianism dictated by Hinduism, often swing the balance 
toward malnutrition or famine in lands where available 
protein foodstuffs are, at best, inadequate by modern 
standards. Attitudes toward animals may be of consider- 
able health importance. India’s 200 million cows are 
sacred. They often roam through markets, gardens, and 
homes devouring vegetation that is badly need for human 
consumption and they do not compensate for their food 
intake by returning a plentiful milk supply. 

In areas populated by Moslems the segregation of 
women by the purdah system has resulted in a high inci- 
dence of tuberculosis. The caste system is unique to 
India, yet the attitude of segregation of the wealthy few 
from the impoverished masses reflects a problem in 
health work in any underdeveloped area. Actually, under 
the system of five major castes and numerous subcastes 
a physician or nurse of one caste group often could not 
treat a patient of another group. In the allocation of land 
areas, the low castes and the untouchables received land 
that was least promising for food production and wells 
or tanks that were most heavily contaminated or had the 
lowest reserve when supplies everywhere were low. The 
typical village of untouchables is a poor Indian village 
with inadequate huts, a foul well, and no usable latrines, 
and some of the natives are now faced with leaving even 
these because of the depredations of wild boars in their 
fields. The caste system has been outlawed, but, as with 
other attitudes involving segregation, many years will 
pass before it disappears. 

Superstitions Regarding Disease.—A\\ peoples, tribal, 
peasant, and urban, have their own beliefs and practices 
of health and disease, often based on many years of trial 
and error. These beliefs and practices are a most impor- 
tant factor in establishing programs to improve health. 
They are especially important in villages where religious 
practices are followed rigidly, and they are the basis for 
programs of health education, or health reeducation. 
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Dr. Oscar Lewis, professor of anthropology at the Uni- 
versity of Illinois, has been working with the Ford Foun- 
dation in India and has developed, by interview tech- 
niques, a large amount of valuable information regarding 
health attitudes in a north Indian village. It is impressive 
that these attitudes exist in a village within 15 miles of 
New Delhi, a modern, highly westernized city that has 
served as the seat of government for India since 1921 
and has had a large Western population. For example, 
eight village adults of varying social status believe the 
following factors could cause typhoid, which is a very 
prevalent disease in village areas: (1) influence of bad 
spirits, (2) excessive heat in body, (3) working hard in 
the sun, (4) foul air entering the body, (5) upset stom- 
ach and constipation, and (6) eating watermelons of 
poor quality. It is evident that most of these ideas actually 
could be used in teaching the germ theory of disease. 
Similarly, the prevailing concepts of treatment or cure 
emphasize a low residue bland diet and interestingly, the 
desirability of using boiled water. Other methods of treat- 
ing the disease were: (1) making offerings to the God- 
dess of the Neck; (2) use of browned flour, sugar, and 
milk; (3) use of milk or sugar, or only a small amount 
of milk; (4) no cold food, or no food; (5) use of boiled 
water from a new earthen pot; (6) use of a berry (Kondra), 
cow urine, or water; and (7) tying one rupee in a cloth 
around the patient’s neck. Since it is estimated that every 
adult in India has had typhoid, each of these persons has 
had personai experience with the disease, and a few had 
seen the members of their family immunized or had re- 
ceived some instruction from a health inspector or a 
nurse regarding treatment. 

The main effort at heaith education in India has been 
directed at water-borne diseases, especially cholera. 
Many villagers realize that an unsafe water supply is 
related to diseases associated with diarrhea. They also 
prefer the natural taste of water from a tank even though 
it may be contaminated to that of adequately chlorinated 
water. Fuel supplies of coal or wood are so scarce and 
expensive that there is no facility for boiling water prior 
to consumption. Dried cow dung cakes are conserved to 
use as fuel for cooking. During the immediate premon- 
soon months, available village water supplies often reach 
such a low reserve that any water may be priceless and 
a villager will walk several miles each day to fill a small 
pot. 

In contrast with the information on typhoid, which 
represents the best evidence of health education, follow- 
ing are data on smallpox, a disease from which 35,000 to 
50,000 die each year. It is commonly believed that the 
following factors may cause smallpox: (1) evil spirit, 
(2) cold bath during a febrile illness driving heat inside 
the body that later comes out in blisters (especially if 
the stars are unfavorable), (3) heat accumulated in the 
body, and (4) disorder of the blood. Common meth- 
ods of treatment and believed cures for smallpox are: 
(1) ashes applied to blisters, (2) bricks heated in a fire, 
with cow urine dropped on the bricks so that vapors will 
touch patient’s body, (3) neem leaves hung at door to 
protect children from shadow of unclean persons, (4) 
vows to make an offering to village goddess for recovery, 
(5) the offering of songs of praise by women to the God- 
dess of Surgaon and praying for relief of patient, and 
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(6) five handfuls of grain left by the mother of the pa- 
tient in a specified position at the outskirts of the village 
every day for five days. 

Vaccination is not mandatory in all areas, and inade- 
quate vital statistics, which are the responsibility of a 
village watchman, the chowkadar, allow many births to 
go unregistered. Mortality rates from smallpox range as 
high as 40%, although an effort is made to vaccinate 
every child before the age of 6 months and again at 6 
years. 

The ideas concerning the possible causes of smallpox 
that were given by the villagers indicate the greater ease 
with which basic ideas as to the transmission of water- 
borne disease may be understood, in contrast with dis- 
eases transmitted by respiratory routes or direct contact. 
The list of therapeutic measures emphasizes the role of 
the gods in curing disease. The indigenous medical 
practitioners emphasize this and place themselves as the 
intermediary between the gods and the patient. Cow 
urine is highly regarded because of the holy position of 


the cow. Devout persons may drink it for a purifying 


effect; it is used therapeutically in liver disease, and in 
typhoid it is used as a local compress. 


NATIVE HEALTH PERSONNEL 


India has only about 15,000 physicians for its 375 
million people, but there are about 200,000 indigenous 
medical practitioners trained in the Ayurvedic or Unani 
systems of medicine. Since practically all of the medical 
care in rural India rests in the hands of these native 
practitioners, they are an essential force to be reckoned 
with in any program to bring public health and hygiene 
to Indian villages. The vaid, or hakim, receives four years 
of training in a program that includes anatomy, physiol- 
ogy, and pharmacy. Diseases are considered as conflicts 
between two or three humors, and diagnosis is based 
upon history and a physical examination that emphasizes 
inspection and careful palpation of the pulse. Ointments, 
brews, and pellets prepared from native herbs are often 
the basis of treatment. The native practitioners, how- 
ever, are becoming increasingly acquainted with methods 
of Western medicine. Naturally, indigenous practitioners 
are on the defensive regarding their prestige in the village, 
and their methods of medical care are refined to insure 
their position as an intermediary for the gods, who, in 
cases of doubtful outcome, are responsible for any dire 
results. The native practitioner, be he a vaid of India or 
a curanderos of Central or South America, is a potent 
force who can assure success or failure in any program 
of medical progress. The naturopathic methods of these 
practitioners have a great appeal even to many literate 
members of their country. 

In rural areas, midwifery still represents the only 
effort toward any program of maternal or child health. 
India’s representative of midwifery, the illiterate heredi- 
tary dais, attends the delivery, often smears the cord with 
cow dung, and makes a few postpartum visits. She is 
unable to handle any complications of parturition. Her 
fee for a boy baby is usually two rupees (44 cents) and 
for a girl, one rupee (22 cents). Similar untrained mid- 
wives exist in other countries of Southeast Asia, and in 
the Philippines there is a group of Herculean men who 
are called in cases of labor complicated by contracted 
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pelvis and, by dint of violent force applied to the abdo- 
minal wall, are expected to eject a living child. India’s 
women, and to a lesser degree those of other countries 
in Southeastern Asia, are reluctant to accept medical 
care from men. Consequently the midwife is often the 
only existing means of medical communication with the 
family, and since, as in the United States of America, 
the wife rules supreme in the home, the midwife may be 
a key figure in determining the success or failure of health 
programs. 
DISEASE PROBLEMS 

In developing programs to raise living standards in 
underdeveloped areas, the first attack is on diseases that 
have the greatest importance in economic productivity. 
Any discussion of disease is limited, however, by the 
paucity of vital statistics. Malaria probably affects about 
35% of the population, so that many Indians are mal- 
nourished, anemic, and feverish persons who are unable 
to perform a full day’s work. Further, disease incidence 
rises sharply about one month after the monsoon season 
begins, a time when agricultural activity, especially rice 
growing, should be at its height. It has been estimated 
that the person with malaria loses about 10% of his 
potential income to the disease through purchase of 
nostrums and actual lost employment. Even when he is 
employed, however, his effectiveness is low. 

In several provinces, vigorous programs of malaria 
control have resulted in a striking reduction in the inci- 
dence of the disease. Residual DDT spraying of dwellings 
every two months from July to November has been the 
sole measure that Dr. D. K. Viswanathan has used with 
success in Bombay province. In most areas this proce- 
dure alone will control malaria in one year. In particu- 
larly bad pockets, however, as many as three years will 
be required. A nationwide program for malaria control 
is now under development. 

Statistics show that the incidence of intestinal helmin- 
thic disease, especially ancylostomiasis (hookworm dis- 
ease), ranges as high as 90% in village areas. Actually 
the Indian villager has good habits of personal hygiene 
considering available resources. His major defect is a 
lack of understanding of what he may do to others. Bodily 
excreta are abhorrent to him. He rebels at the thought 
of visiting a latrine where others have deposited their 
feces. Indeed, it is necessary to use latrines in which 
previously deposited feces are invisible. Accordingly, the 
villager goes to the field and finds a fresh spot where he 
may deposit his feces, and, since practically all villagers 
go barefoot, ancylostomiasis is easily transmitted. 
Amebic and bacillary dysentery are prevalent in India 
and, as with malaria, are at their highest incidence in the 
monsoon season. Although there are no figures available 
regarding the economic impact of these disorders, 
ancylostomiasis and dysentery are the cause of a con- 
siderable reduction in the economic effectiveness of 
villagers in Southeast Asia. 

Any program to increase food production should be 
geared to existing information regarding nutritional 
status. In southern India, the diet of villagers consists 
chiefly of rice. In central India, millet and rice are the 
major dietary constituents, and in northern India wheat 
is the primary foodstuff. It is interesting to note that the 
average height and weight are greatest in areas where 
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the diet is representative of northern India. In the south- 
ern areas where rice is the chief component of the diet, 
many villagers refuse to eat eggs because of the possi- 
bility that they may contain an embryo. Fish serves as an 
additional protein source in some less devout areas, 
- although the villagers will usually sell the fish to gain 
money rather than ingest it to gain much-needed calories. 
In West Bengal, efforts are being made to encourage 
stocking of fish in tanks and ponds and to encourage the 
cultivation of dal, a vegetable that has a high protein 
content. 

Beriberi is not as prevalent as in the past, but un- 
doubtedly many subclinical states of vitamin B deficiency 
exist. Probably the Indian custom of parboiling rice 
before it is milled produces a greater fixation of thiamin 
in the grain so that it is not easily absorbed by the body. 
Osteomalacia and rickets are frequently seen in northern 
India. It is said that osteomalacia was commoner when 
there was a larger Moslem population in India and 
purdah was practiced by them. Tuberculosis is prevalent, 
and it is estimated that about 500,000 persons die from 
this disease each year. A vigorous campaign of BCG 
vaccination is now being conducted by the government 
of India. India continues to be a great reservoir of tropical 
and exotic disease. There are probably one million per- 
sons in India that are suffering from leprosy, predomi- 
nantly the tuberculid form of the disease with extensive 
nerve involvement and resultant crippling deformities. 
Despite expanding programs of vaccination, smallpox 
continues to be a significant disease, with a mortality rate 
as high as 40%. Foci of cholera lie dormant in many 
areas, to break with explosive violence at the time of 
religious festivals or other similar events when many 
thousands gather. Although antibiotics appear to reduce 
the number of vibriones in the stool, the clinical course 
of the disease is not appreciably altered, and glucose and 
saline given intravenously continued to be the prevailing 
methods of treatment. Information is badly needed on 
the epidemiology of cholera. 

The continuing shortage of facilities, funds, and teach- 
ing personnel to expand medical education to a point 
where the actual needs for physicians are filled poses a 
serious problem at a time when programs for raising 
living standards place increased demands on personnel. 
Accordingly, programs have been established such as 
the cooperative venture between the government of India 
and the Ford Foundation to train persons who can serve 
as the health counterpart of the agricultural extension 
agent in the United States. The diversity and enormity 
of the village health problems in India suggest that it is 
most desirable to concentrate personnel on one or two 
key problems from which a breakthrough may occur. 
Disease associated with an unsafe water supply and in- 
adequate sewage disposal probably have the greatest 
single economic impact, and accordingly these health 
extension workers will concentrate their energies on per- 
sonal and environmental sanitation and hygiene. Again, 
in view of the enormity of the problem, the greatest 
returns should accrue from a program emphasizing pre- 
vention, with only enough activity in the curative ficld to 
excite and hold the villagers’ interest. This, of course, 
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primarily implies educational programs, and, in view of 
the strong cultural implications in the health field in 
countries such as India, a preliminary evaluation of exist- 
ing health attitudes, the role of the indigenous practi- 
tioner or midwife, factionalism, and group conflicts are 
all questions that must be considered. In addition, exist- 
ing health personnel who are working in the village 
programs will be given orientation courses that will be 
intended to alert them in regard to techniques of health 
education and the diverse problems that are implicit in 
working in a country such as India. 


This is only one segment of the broad program that 
has been developed in India. New medical colleges have 
been established, and existing institutions have been 
strengthened. Schools for public health nurses are in 
operation, and the training of other paramedical per- 
sonnel has been expanded. Primary and secondary health 
units for preventive and curative work are developing in 
several provinces. It is evident that the pangs of hunger 
and disease and the web of poverty go hand in hand. A 
nation cannot have economic health without physical 
health, and the interrelation of these two factors is of 
increasing importance in the world today. 


CLINICAL NOTES 


SUBACUTE BACTERIAL ENDOCARDITIS IN 
PENICILLIN-SENSITIVE PATIENT 


C. A. Beck, M.D., Chicago 


Chlorprophenpyridamine (Chlor-Trimeton) maleate 
and other antihistaminics have recently been used to de- 
crease the percentage of all kinds of allergic reactions, 
including that to penicillin.’ Because of this, we used 
chlorprophenpyridamine maleate in a patient with sub- 
acute bacterial endocarditis who had a severe sensitivity 
to penicillin, a rare combination and in addition an ex- 
cellent test for the drug. 

A penicillin-sensitive patient with a serious illness 
presents a dilemma in therapy. Only four courses are 
possible: (a) administration of penicillin regardless of 
risk, (b) attempted desensitization to penicillin, (c) use 
of other antibiotics with less likelihood of a successful 
outcome, or (d) administration of penicillin along with a 
substance such as an antihistamine or cortisone in an 
effort to obviate reactions. The following case history 


From the Department of Medicine, Michael Reese Hospital. 

The Chlor-Trimeton was supplied by the clinical research division of 
Schering Corporation through George Babcock Jr., M.D 

Dr. Albert Milzer and Miss Helen McLean, Department of Micro- 
biology, and Drs. Jacob Schlichter, Jacob Meyer, and Paul Joseph, and 
Rachmael Levine, Department of Medicine, Michael Reese Hospital, 
assisted in this study. 
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1952. Jenkins, C. M.: Small Dosage, Injectable Antihistamine (Chlor- 
Trimeton Maleate Injectable) in Treatment of Allergic Diseases, Ann. 
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of a patient with subacute bacterial endocarditis is ilius- 
trative of the failure of alternate c, and the success of 
alternate d. Desensitization was considered, but a recent 
experience of another physician whose patient suffered 
anaphylactic shock and death during this procedure mili- 
tated against its use in this instance. 


REPORT OF A CASE 


The patient, a 49-year-old woman, was first admitted on 
March 18, 1952, with complaints of lassitude, weakness, 
malaise, and afternoon fever experienced since recovering 
from pneumonitis 10 weeks previously. Her history was 
suggestive of several attacks of rheumatic fever in childhood 
and adolescence. The history also revealed “heart disease” 
claimed since pregnancy 19 years previous to examination, 
intermittent ankle edema, and moderate dyspnea on exertion 
during the preceding several years. Blood pressure was 154/86 
mm. Hg, pulse 92, respirations 16, temperature 101-103 F. 
There were crepitant rales in the posterior left lung field, 
cardiac enlargement to the anterior axillary line Sth costal 
interspace, grade 2 presystolic murmur at apex, grade 2 rough 
systolic murmur in aortic area, loud heart sounds, liver non- 
tender and palpable 4 cm. below right costal margin, 2+ 
pitting edema of ankles, sedimentation rate 50, corrected 43, 
and electrocardiogram pattern essentially normal. The patient 
was placed on bed rest with a salt-free diet, and numerous 
diagnostic tests were performed. The antistreptolysin titer was 
100-R-8. The result of the Weltmann serum test was 4. The 
temperature became normal, rales and edema disappeared, and 
the patient was discharged after four days. Because of this 
short course, however, the provisional diagnosis was transient 
bacteremia, rheumatic heart disease (inactive), and grade 2 
cardiac decompensation. A blood culture, reported after dis- 
charge, showed Streptococcus faecalis, which was considered 
noncontributory in this case. 

On May 13, 1952, after three weeks’ therapy at home with 
chlortetracycline (aureomycin), 250 mg. four times a day, for 
a low grade fever, the patient was readmitted to the hospital. 
Physical findings were similar to those at the time of the first 
admission, but the systolic murmur was now grade 3 and the 
spleen firm, nontender, and palpable 1 cm. below left costal 
margin. Occasional extrasystoles were noted. A_ bigeminal 
rhythm, which began on May 14, changed to trigeminal on 
May 20 and reverted to normal on May 24. The second heart 
sound was then noted to be loud and slapping over the entire 
precordium. The sedimentation rates were 58, corrected 41, 
and 63, corrected 48. Blood cultures obtained prior to and 
after admission yielded an alpha prime Str. viridans. The 
diagnosis of subacute bacterial endocarditis could then be 
made. In vitro tests showed sensitivity to oxytetracycline 
(Terramycin), 0.0625 mcg. per cubic centimeter, to chlortetra- 
cycline, 0.0625 mcg. per cubic centimeter, and to penicillin, 
0.005 Oxford units. The patient gave a history of a severe 
reaction including urticaria, pruritus, fever, and vesicular 
dermatitis of a month’s duration following penicillin therapy 
18 months previously. Skin tests with procaine penicillin, 
penicillin O, and Compenamine (l-ephenamine penicillin G) 
gave strongly positive results. In view of the positive skin 
tests and a history of reaction to penicillin, it was deemed 
advisable to institute therapy with other antibiotics. Oxytetra- 
cycline, 500 mg. every six hours, was given orally for nine 
days without appreciable change in the condition of the 
patient. In vitro studies then showed increased resistance of 
the organism to both oxytetracycline and chlortetracycline 
(0.5 meg.). Chloramphenicol (Chloromycetin), 500 mg. every 
six hours, was administered from May 24 to June 23. The 
condition of the patient gradually improved, temperature be- 
came normal, blood culture became negative, and the patient 
was discharged in satisfactory condition. During therapy with 
chloramphenicol a moderate decrease in erythrocytes and 
hemoglobin was noted. 

The patient was admitted for the third time on July 9, 
1952. Physical findings were similar to those at the time of 


the previous admission except that clubbing of the fingers 
and petechiae of mucous membranes and of the hands were 
observed. Therapy consisted of three 10 cc. units of immune 
globulin on July 9, oxytetracycline orally, 500 mg. four times 
a day, and 500 mg. intravenously two times a day for 16 
days from July 9 to July 25. Again the patient improved only 
to relapse when therapy was discontinued. Erythromycin be- 
came available on Aug. 20, and the patient received 500 mg. 
every six hours (orally) until Oct. 2. Studies showed that 
growth of organism was inhibited by 0.02 meg. of eryth- 
romycin. The sedimentation rates were 48, corrected 44; 
44, corrected 34; 53, corrected 32; 55, corrected 38; 56, cor- 
rected 40; 45, corrected 34; and 52, corrected 37. The blood 
culture became negative on Sept. 2 and remained so during 
the balance of the patient’s hospital stay. The murmurs faded, 
temperature became normal, and it appeared the patient was 
cured. The patient had a slight cold for two days at the con- 
clusion of therapy. She was discharged Oct. 8 with a normal 
temperature and was feeling well. Blood cultures were made 
at the time of discharge and again on Oct. 13. In each in- 
stance a Streptococcus with the same biochemical reactions 
as the organism originally isolated was obtained. 

The patient was admitted for the fourth time on Oct. 18 
with physical findings similar to those of previous admissions. 
Failure of four other antibiotics and the serious condition of 
the patient prompted us to employ penicillin in spite of the 
prior hypersensitivity reaction and the strongly positive skin 
tests to several types of this antibiotic. The reports of Simon 
and Sanger to the effect that combining an antihistamine 
with penicillin reduces the incidence of penicillin reactions 
prompted me to try administering chlorprophenpyridami 
maleate injection, 100 mg. per cubic centimeter, in con- 
junction with the antibiotic. On Oct. 19, 10 mg. (0.1 cc.) of 
the antihistamine was given 30 minutes prior to injection of 
600,000 units of procaine penicillin. Since no reaction was 
observed, the dose of penicillin was increased to 600,000 units 
two times a day on Oct. 20 (with 10 mg. of chlorpro- 
phenpyridamine maleate just before each injection). Penicillin 
dosage was further increased t million units every six 
hours (with 5 mg. of chlorpropi@npyridamine maleate in the 
same syringe) on Oct. 22. No reactions occurred. Therapy 
with carinamide, 1 gm. three times a day, was begun on 
Oct. 24. A mild pruritus and flat pink rash developed on 
Oct. 27. This was dissimilar to the patient’s previous penicillin 
reaction and was readily controlled by Caladry!l ointment 
(diphenhydramine in a calamine base). The dose of carinamide 
was decreased to 0.5 gm. th.ze times a day, because of nausea. 
Penicillin dosage was reduced to one million units four times 
a day, with 10 mg. of the antihistamine in the same syringe. 
Treatment was continued in this fashion for 30 days. The 
sedimentation rates were 55, corrected 40; 50, corrected 38; 
and 46, corrected 38. The last sedimentation rate was taken 
two to four days before the patient was discharged. The blood 
culture became negative early in the course of therapy and 
has remained negative on repeated examination up to the 
time of this report (June, 1953). The condition of the patient 
improved rapidly, and she was discharged as cured. 


SUMMARY AND CONCLUSIONS 

There are two ways to study the value of a drug. One 
is the statistical approach, with large groups in the general 
population, The other method is its use in severe cases, 
which brings out the limits of usefulness. A patient with 
subacute bacterial endocarditis, sensitive to various peni- 
cillin preparations, was successfully treated without reac- 
tion by a combination of penicillin, one million units, 
and chlorprophenpyridamine (Chlor-Trimeton) maleate, 
10 mg. per injection. This result is significant since other 
antibiotics, to which the patient was not sensitive, failed 
to achieve the desired clinical response and because of 
the severity of the previous penicillin reaction. 


1525 E. St. (15). 
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FATAL APLASTIC ANEMIA FOLLOWING 
QUINACRINE THERAPY IN CHRONIC 
DISCOID LUPUS ERYTHEMATOSUS 


Leo G. Parmer, M.D., Ph.D. 
and 


Arthur Sawitsky, M.D., New York 


The use of quinacrine (Atabrine) has declined con- 
siderably since the introduction of newer antimalarials. 
However, recent new indications for the drug have re- 
vived its use. Page ' reported on the treatment in 18 
cases of chronic discoid lupus erythematosus with 
quinacrine with striking results. Only one patient failed 
to improve considerably, and in a few cases all the lesions 
completely disappeared within six weeks of the start of 
treatment. In two patients associated changes of rheuma- 
toid arthritis disappeared as the skin condition improved. 
This latter finding was extended by Freedman and Bach,’ 
who treated 23 arthritic patients with quinacrine, of 
whom all but one were said to have improved. Pain sub- 
sided, soft tissue swelling decreased, and movement 
became free and more vigorous. Six to 10 weeks of ther- 
apy were necessary before all signs of joint inflammation 
disappeared. In this series only one side-reaction, a 
macular eruption, developed in a patient who had re- 
ceived 0.8 gm. daily for four days. 

The successful results in rheumatoid arthritis were 
repeated in a series reported from Norway.’ Eleven pa- 
tients with the disease were treated for from six weeks 
to five months. All of the patients noted a decrease in 
their pain, and in five of the patients objective signs of 
improvement were noted. As an incidental finding, two 
patients with bronchial asthma who had been admitted 
repeatedly to the hospital in status asthmaticus were 
treated for six months with quinacrine with freedom from 
symptoms and signs of asthma. 

In this country, the promising results of quinacrine in 
discoid lupus erythematosus were confirmed in a series 
of 30 patients by Sawicky and associates.‘ In 21 cases 
there was prompt and definite improvement despite the 
fact that the patients had received intensive therapy 
previously with other medicaments with varying results. 
In six cases the condition was reported as having cleared 
completely, and only three patients failed to respond 
satisfactorily or relapsed during therapy or soon after 
its cessation. Similar results by Cramer and Lewis ° with 
six patients and Wells ° with six patients have been re- 
ported. These favorable results in the treatment of dis- 
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Dr. Rudolph Baer of the New York University Skin and Cancer Unit 
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report. 
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coid lupus, and subsequently the favorable response in 
both rheumatoid arthritis and bronchial asthma, make 
it likely that the drug will again be used more extensively. 
The following report deals with a patient in whom fatal 
aplastic anemia developed after she received quinacrine 
for the treatment of chronic discoid lupus erythematosus. 


REPORT OF A CASE 


The patient was a 36-year-old Negro woman, a teacher, 
who was admitted to the skin and cancer unit of the New 
York University Hospital on July 25, 1950, with a complaint 
of a rash over the cheeks of five or six months’ duration. 
A tentative diagnosis of discoid lupus erythematosus was 
made, and the patient was treated with 2% sulfur ointment 
and vitamin B complex. Several months later, the patient re- 
turned to the clinic without improvement and 3% Vioform 
cream (5-chloro-7-iodo-8-hydroxyquinoline) was prescribed. On 
July 24, 1952, the patient again returned, complaining of a 
recurrence of the lesion and the appearance of new ones on 
the upper eyelids. The lesions were described as oval and 
very scaly, with a red papular base. A punch biopsy specimen 
was taken at that time and a report was made as follows: 
“There is a dense cellular reaction in the upper cutis. The 
reaction is also periadnexal; interspersed among the cells are 
deposits of pigment which, for the most part, seem to be intra- 
cellular. The cells are almost entirely small round cells. The 
overlying epidermis is thinned and flattened. There is a lique- 
faction necrosis of the basal cell layer. Hyper-granulosis and 
hyper-keratosis are present. The Van Wiegert stain was not 
diagnostic.” The diagnosis was discoid lupus erythematosus. 

On Aug. 27, 1952, oral administration of 1 gm. of quina- 
crine was started twice a day. Two weeks later the skin lesions 
appeared to be better, but five weeks after the beginning of 
quinacrine therapy the patient began to complain of a general 
“achiness,” which disappeared the next week. However, at the 
time the patient said that she “felt better,” the sedimentation 
rate was 22 mm. per hour, and the blood count revealed a 
hemoglobin level of 13 gm. per 100 cc., a red biood cell count 
of 4,600,000 per cubic millimeter and a white blood cell 
count of 3,800, with 65% polymorphonuclears and 38% 
lymphocytes. Quinacrine therapy was continued. 

Eight weeks after therapy was started, the lesions appeared 
less raised and less active and vitamin By injections were in- 
stituted. After 10 weeks of therapy the lesions were described 
as being red, and parenteral vitamin B.. therapy was con- 
tinued. After this visit the patient did not return to the clinic. 

Four months after institution of quinacrine therapy, the 
patient was admitted to Queens General Hospital with com- 
plaints of bleeding. Three weeks prior to admission, she noted 
the onset of an upper respiratory infection with a cough pro- 
ductive of whitish material and occasionally streaked with 
blood. Two weeks prior to admission she developed chills and 
fever to 103 F. Her physician said she had “jaundice and 
pneumonia,” and treated her with penicillin and chlortetra- 
cycline (aureomycin). The temperature continued to spike to 
10S F for a week, and five days prior to admission she noted 
the onset of vaginal bleeding despite the fact that she had had 
nO menses since a spontaneous menopause two years previ- 
ously. On the morning of admission the patient collapsed at 
home and was subsequently hospitalized. Her past history re- 
vealed that she had an attack of rheumatic fever in 1937 
associated with joint pains. She had a tonsillectomy follow- 
ing that episode. She had occasional slight exertional dyspnea 
but no ankle edema or orthopnea. The patient denied venereal 
disease. She did not smoke or drink. 

Physical Examination.—On admission the temperature was 
101.6 F, the pulse 112, the respiration rate 20, and the blood 
pressure 110/78 mm. Hg. The patient was well nourished, 
well developed, and in no acute distress. Over both zygomatic 
arches and both upper lids, there was a scaly, darkly pig- 
mented macular eruption. There was questionabie icterus of 
the scleras: the pupils reacted to light and accommodation, 
and the conjunctivas were pale. There were numerous purpuric 
areas over the palate, pharynx, and tongue. The neck was 
supple, and the trachea was in the midline. The thyroid gland 
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was not palpable. There were a few small cervical nodes 
papable with no other enlargement. The heart was not en- 
larged, the rhythm was regular, and there was a grade 1 sys- 
tolic murmur at the apex. The lungs were clear to percussion 
and auscultation. The abdomen revealed marked tenderness 
in the right upper quadrant; the liver, kidney, and spleen 
were not palpable. The reflexes were hyperactive but bi- 
laterally equal. No pathological reflexes were elicited. Pelvic 
examination revealed blood at the vaginal orifice; the cervix 
was smooth and the adnexae were not palpable. Blood was 
found on the glove after rectal examination. * 

Laboratory Data.—Results of blood studies on admission 
were as follows: The hemoglobin level was 8 gm. per 100 
cc. and the red blood cell count 2 million per cubic milli- 
meter. The white blood cell count was 1,400, with 15% 
polymorphonuclears and 85% lymphocytes. The hematocrit 
value was 25, with reticulocytes 2%, and there were less than 
20,000 platelets. The bleeding time was 60 minutes and the 
coagulation time 40 minutes, with no clot retraction for 
three days. The corrected erythrocyte sedimentation rate was 
52 mm. per hour (Wintrobe), and the prothrombin time 82% 
of normal]. Other laboratory data were negative results of 
direct and indirect Coombs’ tests, a blood sugar level of 107 
mg. per 100 cc., a urea nitrogen level of 13 mg. per 100 
cc., an alkaline phosphatase level of 3.1 units, and an icterus 
index of 5. There was no cephalin flocculation, and the total 
protein level was 7.2 gm. per 100 cc., with 3.8 gm. of albumin 
and 3.4 gm. of globulin. Three successive L.E. cell prepara- 
tions were negative. Results of other blood studies are shown 
in table 1. The urine contained albumin (2+) and was grossly 
bloody. 

Table 2 shows the results of bone marrow counts. No 
megakaryocytes or platelets were seen on either smear. Marked 
hypoplasia of all elements with a relative lymphocytosis was 
noted. Rouleaux formation was marked in the iliac marrow. 
There was no evidence of leukemia on either smear. Mast cells 
were seen in all preparations. This finding lends support to the 
diagnosis of a secondary aplastic anemia.* 

Hospital Course.—The patient’s temperature continued to 
be elevated for the first five days after admission, but it re- 
turned to normal with antibiotic therapy. Vitamin K, 100 
mg. of corticotropin daily, and repeated blood transfusions 
were given. Despite therapy, the patient continued to bleed 
from the mouth and genitourinary tract. The sputum remained 
blood streaked. On the eighth day of hospitalization the patient 
suddenly became aphasic and incontinent, and sank into a 
semistuporous state. There was left-sided weakness with bi- 
lateral Hoffman signs and nuchal rigidity; no Babinski sign 
was elicited. A diagnosis of subarachnoid hemorrhage was 
made. The temperature rose to 106.6 F. Bleeding from all 
orifices increased and, despite transfusion of 500 cc. of fresh 
blood, the patient died. Permission for autopsy was not 
granted. 

COMMENT 

There have been several reports dealing with the de- 
velopment of aplastic anemia due to quinacrine therapy 
in armed forces personnel in the Southwest Pacific. These 
were summarized by Custer, who reported a total of 57 
fatal cases." Only two other cases have been found in 
which fatal aplastic anemia occurred after quinacrine 
therapy. One of these was in an African native * and the 
other in a Costa Rican.'® The former report merely 
stated that the disease developed after administration of 
therapeutic doses of quinacrine; in the latter case it 
occurred after a prolonged suppressive regimen. 

One of the questions that has arisen is why no cases of 
aplastic anemia occurred among troops taking quinacrine 
in areas Other than the Southwest Pacific. Custer explains 
this on the basis that 0.1 gm. of quinacrine was given six 
or seven times a week continuously in the malarial area 
of the Southwest Pacific as compared to 0.1 gm. three 
times a week only during the hot months in other areas, 
such as the Mediterranean. Furthermore, strict adher- 
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ence to the quinacrine regimen was not complete in the 
latter area. 

It may be significant that about 50% of the Army 
cases of aplastic anemia occurred in patients who had the 
quinacrine dermatitis complex prior to the development 
of the blood dyscrasia. In our case, a chronic skin dis- 
ease, although of a different type, was present. Patients 
with chronic discoid lupus may be unusually sensitive to 
drugs that suppress the bone marrow function. Robinson 
and associates '! described leukopenia as a complication 
of chloramphenicol therapy of discoid lupus. 

The mechanism of quinacrine aplastic anemia was 
investigated by one of us,'* when it was found that the 
drug entered the bone marrow in high concentration. 
However, most of the drug was found in the granulocytic 
rather than the red cell series. This obviously would not 
substantiate a direct toxic effect of quinacrine on all the 
elements of the marrow such as occurs in benzol poison- 
ug. Furthermore, quinacrine also concentrated in lym- 
phocytes, and these are not affected in aplastic anemia. 


TaBLeE 1.—Results of Peripheral Blood Studies 
Sept. 18 Dee. 8 Dec.11 Dee. 12 


Hemoglobin, gm. per 100 ce...... 13 8 9 6.5 
Red blood cell count............. 4,600,000 2,000,000 1,800,000 
White blood cell count.......... 3,800 1,400 1,500 
Polymorphonuclears, %......... 62 15 20 4 
38 85 80 95 
Less than None on None on 
20,000 smear smear 


TABLE 2.—Results of Bone Marrow Studies 


Right Iliac 

Sternum Crest 

Dec. 8 Dec. 12 

Neutrophilie 2.0 2.0 
Neutrophilic nonsegmented cells.......0 0.25 
Neutrophilic segmented cells........... 3.25 
Eosinophilic segmented cells........... 1.0 
Reticuloendothelial cells................ 5.00 1.25 


One of us (L. P.) concluded that there was no correlation 
between the concentration of quinacrine in the various 
blood cells and the cells affected in aplastic anemia. Be- 
cause of this finding and because of the low incidence of 
aplastic anemia among the millions of service men who 
had taken the drug, it was presumed that the dyscrasia 
was a result of an idiosyncrasy to the drug. 


SUMMARY 


A case of aplastic anemia occurring after ingestion of 
quinacrine (Atabrine) is described. It is the first such 
case to be reported as occurring in the United States and 
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followed treatment for chronic discoid lupus erythema- 
tosus. There is evidence that such a toxic response may 
be greater in patients with certain chronic skin diseases 
than in the general population. As a precaution, repeated 
blood cell counts should be done to determine if further 
administration of the drug is dangerous. 


Room 1200, 201 Varick St. (14). 


COUNCIL ON PHARMACY 
AND CHEMISTRY 


NEW AND NONOFFICIAL REMEDIES 


The following additional articles have heen accepted as 
conforming to the rules of the Council on Pharmacy and 
Chemistry of the American Medical Association for admission 
to New and Nonofficial Remedies. A copy of the rules on 
which the Council bases its action will be sent on application. 


R. T. StorMoNT, M.D., Secretary. 


Absorbable Gelatin Film.—Gelfilm (Upjohn).—A sterile, non- 
antigenic, absorbable, water-insoluble, gelatin film.—Absorb- 
able gelatin film is obtained by drying on plates at constant 
temperature and humidity a specially prepared gelatin-formal- 
dehyde solution. It is subsequently sterilized by dry heat at 
146-149° for 12 hours. 

Actions and Uses.—Absorbable gelatin film is used as an aid 
in the surgical closure and repair of defects in such membranes 
as the dura mater and the pleura. It is nonporous and has no 
hemostatic action. In the dry state absorbable gelatin film 
has the appearance and stiffness of cellophane of equivalent 
thickness, but when moistened, assumes a rubbery consistency 
and can be fitted to rounded, irregular surfaces. Its rate of 
absorption after implantation ranges from one to six months, 
depending upon the size of the film employed and the tissue 
in which it is implanted. Dural implants are less rapidly ab- 
sorbed than muscle implants. When it is employed as a dural 
substitute, at least 70 days are required for absorption. This 
allows sufficient time for healing of the arachnoid layer and 
formation of new dura, which requires only a few weeks. It 
also helps to prevent the development of adhesions between 
the regenerating dura and the arachnoid. Absorbable gelatin 
film is nonantigenic and does not produce undue inflammatory 
reaction or other undesirable sequelae. 

Dosage.—Absorbable gelatin film, which is approximately 
0.075 mm. thick, is applied in the form of sheets. Prior to use 
the film is soaked in isotonic sodium chloride solution and 
then cut to the desired shape. For covering dural defects it is 
applied to the surface of the brain; the edges are tucked be- 
neath the dura, and the wound is closed in the usual manner. 
The moist film may be sutured loosely to the dura, but this 
must be done carefully to avoid tearing the material. For 
covering pleural defects a similar technique is followed, except 
that it is preferable to anchor the film in place by means of 
small interrupted silk sutures. 

Absorbable gelatin film may be stored indefinitely. To avoid 
contamination, sterile packages should not be opened until the 
contents are ready to be applied. When necessary, the film can 
be resterilized at 140° C for four hours. 

Tests and Standards.— 

Physical Properties: Absorbable gelatin film is a light yellow, trans- 
parent, brittle sheet 0.076-0.228 mm. thick, with a very slight, bouillon-like 


odor and taste. It is practically insoluble in acetic acid and water. It 
assumes a rubbery consistency after being in water for a few minutes. 

Identity Tests: Transfer to a 250 ml. beaker about 1 gm. of absorbable 
gelatin film, add 100 ml. of water, boil for 5 min., and filter while hot. 
To 1 mi. of cool filtrate add 1 mi. of trinitropheno! T.S.: a turbidity is 
produced. To another 1 ml. portion of the cool filtrate add 1 mi. of 
tannic acid T.S.: a turbidity is produced. 
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Purity Tests: Char about 1 gm. of absorbable gelatin film, accurately 
weighed, cool the residue, add 1 ml. of sulfuric acid, heat cautiously until 
evolution of sulfur trioxide ceases, ignite, cool, and weigh: the residue 
does not exceed 1.0%. 


Assay: (Digestibility) Place about a 50 mg. piece of absorbable gelatin 
film in water until it becomes rubbery, lift from the water, and remove 
excess water between pieces of filter paper. Place the wetted sample in 
a 150 ml. glass-stoppered Erlenmeyer flask which contains 100 mil. of 
a 1% solution of pepsin-N.F. in 0.1 MN hydrochloric acid previously 
warmed to 37°. Maintain at 37°, and agitate gently and continuously until 
digestion is complete. The average digestion time is not less than 4 hours. 
The Upjohn Company, Kalamazoo, Mich. 

Gelfilm: Box of six absorbable gelatin films in individual 
sterile envelopes; single films are approximately 100 mm. by 
125 mm. by 0.16 mm. U. S. trademark 561,532. 


Antihemophilic Plasma (Human).—Irradiated antihemophilic 
plasma (human) is the sterile plasma prepared in a manner to 
prevent destruction of the relatively labile active fraction by 
pooling plasma obtained by centrifuging whole blood from 
approximately 20 donors. After sterilization by ultraviolet 
irradiation, the product is dried from a frozen state under high 
vacuum. The product meets the requirements of the National 
Institutes of Health of the United States Public Health Service. 

Actions and Uses.—Antihemophilic plasma (human) is 
human plasma processed so as to prevent denaturation of the 
antihemophilic globulin component present in freshly prepared 
plasma. It is administered for the temporary reduction of the 
dysfunction of the hemostatic mechanism in hemophilia. 

Dosage.—Antihemophilic plasma (human) is administered 
intravenously. It is employed as a solution, prepared by resto- 
ration of a freeze-dried preparation equivalent to either 60 or 
120 cc. of citrated liquid plasma with either 25 to 50 or 50 
to 100 cc. of water for injection, depending on the volume to 
be used. Each 60 cc. equivalent of citrated liquid plasma, which 
is equivalent to 50 cc. of original plasma or 100 cc. of circu- 
lating whole blood, will maintain a normal clotting time for 
several hours to two days. This dose is usually sufficient for 
children; twice this amount may be required for adults. The 
maintenance dosage is dependent upon the weight and response 
of the patient. Injections should be repeated so as to maintain 
normal clotting time; repeated doses do not lose their effective- 
ness. 


Hyland Laboratories, Los Angeles. 


Dried Antihemophilic Plasma (Human): 50 cc. and 100 cc. 
bottles of plasma plus anticoagulant dried from the frozen 
state, packaged with 50 cc. and 100 cc. of 0.1% citric acid 
diluent, respectively. 


Stilbamidine Isethionate.—C —M. W. 516. 59. 
—4,4’-Stilbenedicarboxamidine di (8-hydroxyeth 

The structural formula of stilbamidine isethionate may be repre- 
sented as follows: 


HN 


Actions and Uses.—Stilbamidine isethionate, a water-soluble 
salt of an aromatic diamidine base, exhibits chemotherapeutic 
properties useful in the treatment of certain serious protozoan 
and systemic fungal infections. Although stilbamidine, like 
certain other diamidines, also inhibits other types of micro- 
Organisms as well as tumor cells, its use in the treatment of 
other infections or in neoplastic diseases has not been estab- 
lished. Until more conclusive evidence becomes available, use 
of the drug should be restricted to the treatment of early 
African trypanosomiasis (except in cases with significant spinal 
fluid changes) and kala-azar (except in mild leishmanial infec- 
tions responsive to pentavalent antimony), especially when 
antimony therapy is contraindicated because of intercurrent 
tuberculosis, systemic actinomycosis, and generalized North 
American blastomycosis. It is not effective in the treatment of 
Torula infections. 

Stilbamidine isethionate is detectable in the blood and urine 
in relatively high concentrations within a few minutes after 
either oral administration or parenteral injection of a single 
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maximum tolerated dose. The blood level falls rapidly within 
30 minutes, despite differences in the maximum dose tolerated 
by various routes. A rapid fall in urinary excretion occurs 
after the first two hours. With daily administration, the amount 
eliminated tends to remain unchanged regardless of the dosage. 
Its rapid disappearance from the blood is only partially at- 
tributed to urinary excretion. The unusual adsorptive effects of 
the drug on proteins of the serum, plasma, and other body 
fluids is believed to account for its rapid disappearance from 
the blood. Current methods for its detection are not sufficiently 
accurate to permit definite conclusions concerning its metabolic 
fate in the body. The amounts fixed in the tissue proteins or 
viscera have not been determined. Penetration of the meningeal 
barrier by the drug is poor. Intrathecal administration is not 
feasible because of its local irritant effect, and intramuscular 
injection produces local inflammation and pain at the site of 
administration. Concentrated solutions administered intrave- 
nously may produce thrombophlebitis. 

During or immediately following intravenous injection, many 
or all of the following symptoms and reactions have been 
elicited or observed, approximately in the order of decreasing 
incidence: fall in blood pressure, rapid, thin pulse, facial 
flushing, dizziness, salivation, sweating, headache, nausea, 
vomiting, dyspnea, formication, syncope, lethargy, fecal and 
urinary incontinence, and edema of the eyelids and face. These 
side-reactions are usually transitory and disappear within 10 to 
30 minutes. They are less severe with intramuscular injection 
and slow intravenous drip. In kala-azar, a modified Herxheimer 
reaction may occur within six hours following the first injec- 
tion. The occurrence of a unique neuropathic syndrome involv- 
ing progressive sensory changes in the distribution of the 
trigeminal nerve is a late toxic manifestation attributed to 
stilbamidine. Two to five months after a course of therapy, 
patients may gradually observe paresthesia, anesthesia, hypal- 
gesia, and numbness (usually confined to the face). Sensibility 
to light touch is decreased, but usually pain, temperature, and 
pressure sense remain intact. The same findings may apply to 
the neck and waist. The incidence of occurrence of these late 
neuropathic effects is considered to be above 50%. The 
symptoms often disappear slowly, but they may persist indefi- 
nitely. The neurotoxic effects of the drug have been sufficiently 
troublesome to influence physicians against using it for treat- 
@ment of trypanosomiasis and leishmaniasis. 

Freshly prepared solutions of the drug administered in 
therapeutic doses have not been associated with hepatic or renal 
injuries, which formerly occurred following the use of ready- 
made solutions exposed to ultraviolet light. However, both 
hepatic and renal function should be determined prior to 
therapy as stilbamidine is contraindicated in hepatic or renal 
dysfunction. Partial deterioration of the drug is produced by 
the action of ultraviolet light on the unsaturated stilbene link- 
age. Solutions exposed to heat or light contain toxic deteriora- 
tion products, but such deterioration does not occur when the 
drug is stored in dry form away from heat and light. Freshly 
prepared solutions should be similarly protected. Following 
injection, patients should be warned against excessive exposure 
to sunlight on the premise that stilbamidine remaining in the 
skin may be altered and the toxic products thus formed may 
initiate selective nerve injury. 

Dosage.—Stilbamidine isethionate is administered  intra- 
venously by continuous, slow drip. A freshly prepared solution 
of the dose to be used, dissolved in about 200 cc. of either 
5% dextrose in water for injection or isotonic sodium chloride 
solution, is infused over a period of two hours. Slow infusion 
is essential to avoid a fall in blood pressure. The solution 
should be protected from light by covering the container with 
black paper or a heavy towel. 

The suggested average adult dose is 150 mg., repeated every 
24 to 48 hours for a course of about 15 injections. It is advis- 
able to initiate therapy with a 50 mg. dose, increasing this to 
100 mg. for the second dose, and to 150 mg. for the third dose. 
It is suggested that the patient be placed on a low protein, low 
purine-type diet, which is thought to avoid certain antidimidine 
effects of proteins high in arginine. The dosage and frequency 
of administration of the drug should be altered when necessary 
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to meet the requirements of the individual patient. The phy- 
sician should become familiar with the reactions and side-effects 
expected from the use of stilbamidine. 

Tests and Standards.— 


Physical Properties: Stilbamidine isethionate is a white, odorless, 
crystalline powder that slowly darkens on heating above 250° and melts 
with decomposition at 325-335°. It is freely soluble in water and prac- 
tically insoluble in ether. The amount which dissolves in alcohol to form 
100 ml. of solution is about 0.3 gm. Stilbamidine isethionate is stable in 
air, but is decomposed by light. The pH of a 1% solution is 5.0-7.0. 

Identity Tests: Dissolve about 50 mg. of stilbamidine isethionate in 
2 mi. of water in a test tube, incline the tube, and slowly add 1 ml. of 
sulfuric acid down the wall: a white precipitate forms and a light 
yellow ring forms at the junction of the liquids. 

Dissolve about 50 mg. of stilbamidine isethionate in 20 ml. of water: 
the solution exhibits an intense blue fluorescence under ultraviolet light. 

Dissolve about 50 mg. of stilbamidine isethionate in 10 ml. of water. 
Make the solution alkaline with ammonia T.S. Filter the white precipi- 
tate which forms, wash with water, and dry at 105°: the product melts 
with decomposition at 270-280°. 

A 0.0005% solution, prepared as described in the spectrophotometric 
assay for stilbamidine isethionate, exhibits an ultraviolet absorption 
maximum at about 328 mu [specific absorbancy, E(1%,1cm.), about 866] 
and a minimum at about 258 mu, with an inflection point at about 
225 mu. 

Purity Tests: Dry about 1 gm. of stilbamidine isethionate, accurately 
weighed, at 105° for four hours: the loss in weight does not exceed 1%. 

Char about 1 gm. of stilbamidine isethionate, accurately weighed, cool 
the residue, add 1 ml. of sulfuric acid, heat cautiously until the evolution 
of sulfur trioxide ceases, ignite, cool, and weigh: the residue does not 
exceed 0.1%. Reserve the residue for the heavy metals determination. 

Dissolve the residue from the ash determination by heating in 2 ml. of 
diluted acetic acid and by washing the dish thoroughly with 10 ml. of hot 
water. Cool the combined solution and washings, and run a U-.S.P. 
heavy metals test: the amount of heavy metals does not exceed 10 ppm. 

Assay: (Stilbamidine Isethionate) Prepare a 0.0005% solution of stil- 
bamidine isethionate as follows. Transfer to a 100 ml. low actinic volu- 
metric flask 0.1 gm. of dry stilbamidine isethionate, accurately weighed, 
fill to the mark with water, and mix. Transfer to a second 100 ml. low 
actinic volumetric flask 5 ml. of this solution, fill to the mark with 
water, and mix. Transfer to a third 100 ml. low actinic volumetric flask 
10 ml. of this last solution, fill to the mark with water, and mix. Spectro- 
photometrically determine the absorbancy in a 1 cm. quartz cell at 328 
mu, using water as a blank, The concentration of stilbamidine isethionate 
in the solution in mg./ml. = absorbancy + 86.6. The amount of stil- 
bamidine isethionate is not less than 95.0 nor more than 105.0%. 


Dosage Forms of Stilbamidine Isethionate 


Powper. The powder responds to the identity tests and assay for the 
active ingredient in the monograph for stilbamidine isethionate. 


The Wm. S. Merrell Company, Cincinnati. 
Powder Stilbamidine Isethionate: 150 mg. ampuls. 


Sulfacetamide (See New and Nonofficial Remedies 1953, p. 99). 


Chemo Puro Manufacturing Corporation, Long Island City, 
N. Y 


Powder Sulfacetamide: Bulk; for manufacturing use. 
Sulfadiazine-U.S.P. (See New and Nonofficial Remedies 1953, 
p. 100). 

The Bowman Bros. Drug #70mpany, Canton, Ohio. 

Hexett Tablets Sulfadiazine: 65 mg. 

Thrombin-U.S.P. (See New and Nonofficial Remedies 1953, p. 
228). 
The Upjohn Company, Kalamazoo, Mich. 

Thrombin Topical (Bovine Origin): 30 cc. vials. Each vial 
contains 5,000 units of dried thrombin. 

Tuaminoheptane Sulfate (See New and Nonofficial Remedies 
1953, p. 210). 

Chemo Puro Manufacturing Corporation, Long Island City, 
N. Y. 


Powder Tuaminoheptane Sulfate: Bulk; for manufacturing 
use. 


CORRECTION 


Cyclopentolate Hydrochloride—In THE JouRNaL, Oct. 31, 
1953, page 801, under the heading New Generic and Brand 
Names Recognized by the Council, the generic term cyclo- 
pentolate was erroneously spelled cyclopentylate. 
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EXCESSIVE VITAMIN A AND CONGENITAL 
ABNORMALITIES 


Experimental studies have shown that a lack of vitamin 
A in the maternal diet during gestation results in wide- 
spread structural abnormalities in the young. Pregnant 
rats maintained on a vitamin A-deficient regimen have 
been reported to have fewer live young and an increased 
incidence of fetal reabsorption. Their young show an 
increased proportion of congenital defects in the visual, 
cardiovascular, or genitourinary systems.' Contrarywise, 
it has recently been found ° that excessive intake of vita- 
min A also caused congenital defects to appear in off- 
spring of mothers that received this supplement. One 
hundred fifty female rats were studied after being mated. 
One hundred received orally 35,000 I.U. of vitamin A per 
day from the 2nd, 3rd, or 4th to 16th day post coitus, 
while the 50 control animals received no extra vitamin. 
All animals were killed at, or near, term and the young 
examined for gross congenital defects. 


In the control group, 44 of the 50 rats produced litters 
with a total of 410 apparently normal young being 
formed. Thus, 88% of the animals of the control group 
had successful pregnancies. On the other hand, of the 
100 rats mated that received excess amounts of vitamin 
A, only 10 carried young to the end of the study (10% 
successful pregnancies ). Thus, 58% of the animals whos: 
mothers received excessive amounts of vitamin A showed 
congenital defects, while no congenital defects were ob- 
served in the control group. Cranial deformities were 
found constantly in the young of the test group. In this 
deformity there was an extrusion of the brain to the 


1. Warkany, J., and Nelson, R. C.: The Appearance of Skeletal Ab- 
normalities in the Offspring of Rats Reared on a Deficient Diet, Science 
92: 383 (Oct.) 1940. Wilson, J. G., and Barch, S.: Fetal Death and 
Maldevelopment Resulting from Maternal Vitamin A Deficiency in the 
Rat, Proc. Soc. Exper. Biol. & Med. 72: 687 (Dec.) 1949. 

2. Cohlan, S. Q.: Excessive Intake of Vitamin A as a Cause of Con- 
genital Anomalies in the Rat, Science 117: 535 (May) 1953. 

1. Joint FAO/WHO Expert Committee on Brucellosis: Second Report, 
Technical Report Series, no. 67, Geneva, Switzerland, FAO and WHO, 
May, 1953. 

2. Spink, W. W.; McCullough, N. B.; Hutchings, L. M., and Mingle, 
C. K.: Diagnostic Criteria for Human Brucellosis: Report No. 2 of the 
National Research Council, Committee on Public Health Aspects of 
Brucellosis, J. A. M. A. 149: 805 (June 28) 1952. 
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external surfaces of the head, with a membranous film 
covering the exposed brain surface. In addition to the 
skull deformity, other congenital defects were also noted 
sporadicaily, such as harelip, cleft palate, and defects in 
eye development. 

These studies indicate that ingestion of excessive 
amounts of vitamin A by pregnant animals as well as 
severe restriction of this dietary factor produces severely 
deliterious developmental effects, an observation which 
suggests that there is an optimal range of vitamin A dos- 
age just as there is for other dietary essentials. 


BRUCELLOSIS 


In the last two years notable advances have been made 
in our knowledge of brucellosis, and this has been pre- 
sented in a technical report from the World Health Or- 
ganization.’ Infection with Brucella abortus may remain 
inapparent or subclinical or it may become manifest as 
an acute febrile disease of limited duration or a long- 
continued disease with periodic exacerbations. A positive 
culture is the only sure criterion of the presence of the 
disease. This may be from the blood, bone marrow, a 
recently enlarged lymph node, the cerebrospinal fluid, 
urine, or discharge from an abscess. Other diagnostic 
aids are (1) the sero-agglutination test, which when 
carried out with a suitable antigen and satisfactory tech- 
nique almost always gives a significant positive result in 
the presence of active infection (positive reactions of low 
titer should be rechecked); (2) the complement-fixation 
test, which, although used by some, is believed by the 
Expert Committee to have no practical value; (3) the 
opsonocytophagic test, which the committee also regards 
as unsuitable for diagnostic use despite the fact that it 
has its adherents; (4) the intradermal test, which when 
positive unfortunately denotes only that the patient has 
had previous contact with Br. abortus but does not indi- 
cate active infection; and (5) a normal leukocyte count 
or leukopenia with or without a relative lymphocytosis 
in a febrile patient, which while not pathognomonic is 
nevertheless suggestive of brucellosis and should lead to 
the taking of cultures. 

Of all the possible sources of culture material Spink 
and his co-workers * believe that sternal marrow yields 
the greatest percentage of positive results. The special 
culture mediums now available are considered superior 
to guinea pig inoculation. These authors find the aggluti- 
nation test of special value in patients who have been 
empirically treated with antibiotics with the result that 
cultures are negative, but they warn that there is a wide 
variation in the reliability of antigens and that false posi- 
tive results may occur as a result of cross agglutination 
in patients with iularemia or patients who have been 
immunized against cholera. 

Elsewhere in this issue Spink and Thompson (page 
1162) report two cases of human infection with Br. 
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abortus strain 19, a relatively innocuous strain used for 
vaccinating cattle. Both patients were veterinarians en- 
gaged in giving vaccinations. The authors present the 
first definitive proof that human infections can occur as 
a result of invasion by strain 19, although one previously 
reported case in a veterinarian was probably from this 
source. They therefore issue a warning to veterinarians 
that strain 19 vaccine contains a viable pathogen and 
that it should be handled only by qualified persons, 
preferably veterinarians, and with the knowledge that 
accidental contact with it may result in active brucellosis. 


DRAMA IN STATISTICS 


When persons speak of the dryness of statistics they 
are, of course, generally expressing their boredom rather 
than voicing the conclusion from a well-considered ap- 
praisal. In reality, the amount of human success, suffer- 
ing, failure, and happiness that is packed into some 
statistical reports is, in the literal sense of the word, tre- 
mendous: It should make one tremble. 

A convenient example is no. 10 of volume 37 of the 
Special Reports from the National Office of Vital Sta- 
tistics, dated September 11, 1953. It begins with the sen- 
tence, “In 1950, there were 1,452,454 deaths registered 
in the United States . . . excluding the armed forces over- 
seas.” If every death is thought of as the final defeat of 
some individual struggling for existence, as the ultimate 
frustration of teams of physicians and nurses, and as a 
crisis in the adjustment of surviving families and close 
friends, the number 1,452,454 takes on an impressive 
significance that staggers the imagination. And consider 
what that phrase, “excluding the armed forces overseas,” 
means to fathers, mothers, and wives! 

The report continues, “The death rates for most states 
in 1950 were the lowest on record, continuing the down- 
ward trend that has characterized mortality rates since 
1900.” This sentence must fill the heart of every research 
worker with hope akin to fear. For how much of this 
progress, which seems too wonderful to be true, should 
we credit Domagk, the protagonist of sulfonamides, 
Fleming, the pioneer in antibiotics, and the many other 
earnest toilers in medical research laboratories? But es- 
pecially, one asks himself, how long can this rate of prog- 
ress be kept up? Will it all be undone by some gigantic 
folly of mankind, such as another suicidal war? 

The statistics show that the states of the Union vary 
widely in their death rates. “The highest death rates re- 
corded for the residents of any state in 1950 were 11.4 
per 1,000 population for New Hampshire and 11.1 for 
Missouri; the lowest were 7.2 for Utah and 7.7 for North 
Carolina.” The difference between 11.4 and 7.2 is strik- 
ing even to a nonmathematician; translated into terms 
of human life it means that whoever discovers the rea- 
son for this difference between Utah and New Hampshire 
will make a contribution to preventive medicine. Part 
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of the explanation of the difference to be sure, lies in a 
remarkable map on page 248 of the report. It shows that 
the population of New Hampshire is elderly compared 
with the youthful population of Utah. The segregation of 
old from young in the United States is one of the peculiar 
consequences of the denial of work opportunities after 
a fixed retirement age. 

Another peculiar consequence is Zeen in the relative 
frequency of chronic disease, which especially involves 
older persons. Other important factors must complicate 
this problem, however. Malignant neoplasms are more 
frequent in some states than in others, with a ratio of 18 
to 7 between the highest and lowest. Cardiovascular dis- 
ease in some states exceeds that in some others, with a 
ratio of 67 to 24. There are other factors besides age, and 
whoever succeeds in identifying them will do humanity 
an immense service. 

Accidents, according to the report, are one of the lead- 
ing causes of death. Death rates for motor-vehicle acci- 
dents ranged from 11.2 per 100,000 population for resi- 
dents of Rhode Island to 50.6 for Nevada. The total of 
motor-vehicle accident deaths for the U. S. in 1950 was 
34,763. No Carthaginian or Aztec idol ever demanded 
the death and mutilation of so many human sacrifices 
as does that demon, the collective driver of the American 
automobile. Psychiatrists should consider the advisability 
of personifying this evil genius of our day, giving him a 
name, picturing him with fangs and claws, and setting up 
images of him to serve as hate-objects. No images, how- 
ever horrible, could outdo the stark statistical reality. 

The tendency to segregate old from young was noted 
above; it is strikingly shown in the map and tables of this 
report. In one state the median age of the population is 
23.6 years; in another it is actually 33.7. If smaller geo- 
graphic units are compared, even more striking dispar- 
ities can be discovered. Recently two suburbanites work- 
ing in Chicago compared the death rates of their commu- 
nities; One was nearly three times the other. The one 
contained several large homes for old persons; the other 
was a one-class suburb filled with successful young 
couples with children in school. Moreover, it was evident 
that, when the children finished school, many of the 
families moved back into city apartments. Said one of 
the suburbanites, whimsically paraphrasing a famous re- 
mark of General MacArthur's, “We of Winnetka never 
die; we only move away.” 

Thus statistics even mark the passing of the old family 
homestead. Aging parents no longer greet a returning son 
with the words “You're as welcome as the flowers in 
May” as they show him to the bedroom he had in his boy- 
hood. There is no spare bedroom, and he has to sleep 
with his feet in the entrance-hall and his head in the 
kitchenette. Stastistics are not dry; all this comedy and 
tragedy is there, implicit in the numbers. The numbers 
are necessary, and the diligent statistician deserves our 
gratitude, 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


In traveling about the country these past few months 
I have found evidence of a great lack of knowledge of 
medical economic affairs within the profession. This 
situation must be corrected if we are to carry on the fine 
traditions of medicine. And, because I believe it is es- 
sential that every physician have a knowledge of the 
problems faced by officers of the American Medical 
Association and its House of Delegates, I try to bring 
you each month some message that is pertinent and of 
compelling interest to the medical profession. 

The subject of this page, for example, should be of 
utmost concern to every doctor in the nation. It deals 
with the provision of medical care for military depend- 
ents. Last April the Secretary of Defense appointed the 
Citizens Advisory Commission on Medical Care of De- 
pendents of Military Personnel. Its chairman was Harold 
G. Moulton. The commission was in- 
structed to study the problem and re- 
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the total bill for hospital and medical care. ‘These re- 
straints, you understand, would apply only in cases in 
which military hospital and medical care would be un- 
obtainable or when dependents live more than 25 miles 
from a military establishment. Among other recommen- 
dations made by the commission, including definitions 
of illnesses to be included and excluded and restrictions 
on dental treatment, is a proposal that a separate budget 
be prepared by the Department of Defense for the care 
of military dependents. 

Although the American Medical Association has not, 
as yet, taken any official action with respect to the com- 
mission’s report, I have a few personal comments to 
make on it. It appears that, although an attempt was 
made by the Secretary of Defense to appoint a commis- 
sion of persons having no connection with the armed 

forces, the underlying theory of this ap- 


turn with a report in June. Despite the 
great complexities of such a broad sub- 
ject, an investigation of sorts was com- 
pleted within the allotted time and a re- 
port was made. 

The commission had posed for itself 
a series of 12 questions. These were: 
(a) Should dependents be provided 
medical care as a matter of right? (b) 
What are the advantages of having de- 
pendent care provided by the military 
establishment? (c) Would morale re- 
quirements be met simply by an in- 
crease in pay? (d) How does the pres- 
ent system operate? (e) What is the 
source of disagreement between civilian 
medical agencies and the military serv- 
ices? (f) Should the care program be ex- 
tended to all eligible dependents? (g) 
How should dependent medical care be financed? (h) 
What safeguards are necessary? (i) What types of ill- 
nesses should be included? (j) What military personnel 
should be eligible? (k) What types of dependents should 
be eligible? (/) What changes in budgetary procedure are 
necessary? 

The commission concluded that dependent medical 
care should be supplied by the military organization and 
that pay increases or insurance coverage for dependents, 
as suggested by private physicians, should not be initi- 
ated. Also the commission recommended that in areas of 
hospital congestion Veterans Administration and Public 
Health Service facilities should be utilized for dependents. 
Furthermore, it was recommended that dependents living 
within 25 miles of military establishments should be re- 
quired to first seek aid at the military base, except in 
emergencies! 

The commission proposed that if military facilities are 
not available dependents should be given certificates of 
eligibility to be presented to civilian doctors or agencies. 
Payment would be made by the appropriate military de- 
partment. As a restraint on excessive demands for med- 
ical attention, the commission recommended that the pa- 
tient be charged the first $10 for each visit and 10% of 


proach was defeated by the selection of 
a military staff. It is not surprising, there- 
fore, to find that the report approaches 
the problem in question entirely from 
the viewpoint of the armed forces, with 
little or no regard for the recommenda- 
tions of interested civilian organizations. 

To mention a few of the commission’s 
omissions: There was no consideration 
given to the basic justification for draft- 
ing physicians to supply medical care to 
civilians, no study made of the possibil- 
ity that this program poses a threat of 
federal control over medicine, and no 
study made of the feasibility of trans- 
ferring medical care for military de- 
pendents into civilian channels. The lat- 
ter move would permit a free choice of 
physicians and certainly would save 
the government considerable money. 
It would seem that the major emphasis of the Moulton 
commission was on justification and expansion of the 
present system, rather than on the consideration of a dif- 
ferent approach and possible curtailment. 

Assuming that the continuation, or even expansion, of 
the dependent medical care program is desirable, it is ex- 
tremely difficult to understand why the provision of such 
care in military facilities is necessary. It has always been 
the A. M. A.’s belief that civilian facilities, if available 
and adequate, should be utilized first and that the use of 
military facilities should be restricted to emergency situ- 
ations and remote areas. This philosophy will be com- 
pletely reversed if the recommendations of the Moulton 
commission are accepted. This is a subject that I per- 
sonally feel warrants the serious consideration of the 
newly appointed “Hoover commission.” 

I regret that because of space limitations I was able to 
give you only a partial analysis of the Moulton commis- 
sion report. But I am told that a more detailed analysis 
will be published in THe JOURNAL in the near future. 
Please give it your most careful consideration when it 
appears. 


EDWARD J. McCormick, M.D., Toledo, Ohio 
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ORGANIZATION SECTION 


DEVELOPMENT OF UNIFORMITY IN) MEMBERSHIP 
REGULATIONS BETWEEN CONSTITUENT ASSO- 
CIATIONS AND THE A. M. A. 


Prepared by Frank V. Cargill, Director, and Rose Tracy, Department 
of Records and Circulation. 


The secretary of a midwestern constituent medical asso- 
ciation recently urged that a concerted effort be made to 
develop uniform membership regulations and terminology be- 
tween the various constituent associations and the American 
Medical Association as an important development of the pro- 
gram of intraprofessional relations. The need for a movement 
toward uniformity is apparent from the accompanying table, 
which correlates the classes of membership in the constituent 
associations with membership in the A. M. A. A survey made 
of other regulations covering transfers of membership, de- 
linquency policies, billing procedures, and benefits and _ privi- 
leges of members shows further points of divergence. 


Variety of Membership Terms 


The table on page 1180 shows the 32 terms used by con- 
stituent associations to designate membership and the rela- 
tionship of these types of membership to the two principal 
types of membership in the A. M. A.—active membership and 
associate membership. The A. M. A. also has three other 
types of membership—affiliate, honorary, and service—but 
these types are not dependent on membership in the constitu- 
ent association. 

In the table, a star indicates types of membership that 
permit a member to vote and hold office in his constituent 
association; such members are eligible to Active m imbership 
in the A. M. A. A cross on the chart indicates types of 
membership that do not permit a member to vote and/or hold 
office in his constituent association; such members are eligible 
only to Associate membership in the A. M. A. 

There is not only a bewildering array in the table of nearly 
similar classifications, such as “retired” and “inactive,” “mili- 
tary,” “government service,” “service,” and “veteran,” “emeri- 
“life,” “50-year club,” “gold star,” “senior,” “honor,” 
and “honorary,” but also the privileges associated with such 
classifications vary from state to state. Most of the “life” 
members, as shown in column 15 of the table, can hold Active 
membership in the A. M. A.—except the “life” members in 
two states. In four states the “emeritus” classification entitles 
members to Active membership in the A. M. A., but in four 
other states “emeritus” classifications entitle members only to 
associate membership in the A. M. A. Even the use of the 
term “associate membership” lacks uniformity, with the table 
indicating in column 7 that one state gives the privileges of 
active membership to its associate members, entitling them to 
vote and hold office. 

Further confusion arises from the constituent associations’ 
use of “affiliate,” “honorary,” and “service” classifications, 
which entitle members to either active or associate member- 
ship in the A. M. A., but which have no relationship to 
affiliate, honorary, or service membership in the A. M. A. 
itself. The latter types of A. M. A. membership are not based 
on membership in the constituent associations, and are in- 
tended for physicians not otherwise eligible to A. M. A. mem- 
bership through the constituent associations. It is conceded 
that much of the confusion concerning types of members has 
been a direct result of the changes made in the membership 
structure of the A. M. A. itself since 1950. Many physicians 
who were formerly Fellows of the A. M. A. still do not 
realize that this classification was discontinued by action of 
the House of Delegates at the June, 1952, Chicago Meeting, 
and that the present classification of active member includes 
the privileges formerly associated with fellowship. 


Effect on Apportionment of Delegates 

With representation in the A. M. A. House of Dele- 
gates based on the constituent association’s number of active 
A. M. A. members, the type of membership held becomes ex- 
tremely important in determining the member's liability for the 
payment of A. M. A. dues or his qualification for waiver of 
dues. To some extent, the A. M. A. policy of granting exemp- 
tion from the payment of A. M. A. dues to active members 
of constituent associations who have been wholly or partially 
exempted from the payment of state and local dues during 
postgraduate training within five years of graduation, tempo- 
rary military service, retirement, financial hardship or disa- 
bility, or after the age of 70, may have spurred the creation 
of such classifications in the constituent associations as “re- 
tired,” “inactive,” “intern,” “residency,” “government service,” 
and “military service.” If so, the development has been a 
movement in the opposite directio® needed. 

Rather than create new classifications of membership to 
provide for such exemptions, it might have been better to 
have amended the constitution and by-laws of the constituent 
associations in such a way that the member retained the 
privileges of his active type of membership but was excused 
from the payment of dues for various reasons given by the 
A. M. A. In some states, the only types of membership 
available to physicians who are in postgraduate training, mili- 
tary service, or have retired are classifications that do not 
carry with them the right to vote and hold office. Therefore, 
such physicians are eligible only to associate membership in 
the A. M. A. and cannot be counted in the apportionment 
of delegates to the A. M. A. House of Delegates. 


Standardization of Classifications in Constituent Associations 

As shown in the table, the number of membership classi- 
fications in the constituent associations vary from a single 
classification in two states to eight classifications in one state. 
Fourteen states have only one type of membership eligible 
to active A. M. A. membership, and one state has six such 
classifications; 10 states have only one type of membership 
eligible to associate A. M. A. membership, and three have 
the maximum of five such classifications. The average number 
of membership classifications among the constituent associ- 
ations is four (with an average of two classifications eligible 
to active A. M. A. membership and two eligible to associate 
A. M. A. membership), as shown in the table. Perhaps the 
first move toward simplification of membership terminology 
might be made in standardizing the names of four member- 
ship classifications, into one of which each member of a 
constituent association could fit without being subjected to 
changes in privileges or assessments. 

From the standpoint of clarifying eligibility to A. M. A. 
membership, it is suggested that (1) the term “active member” 
be adopted by the constituent associations to designate the 
dues-paying member who has the right to vote and hold office; 
that (2) the term “emeritus member” be used for the mem- 
ber who pays no dues, or pays reduced dues, but retains the 
right to vote and hold office; that (3) the term “associate 
member” then be reserved by the constituent association for 
dues-paying members who do not have the right to vote and 
hold office; and (4) possibly the term “affiliate member” be 
used to designate the remaining non-dues-paying classifications, 
such as nonresident members, and distinguished out-of-state 
physicians, who cannot vote and hold office. The physicians 
in groups 3 and 4 would be eligible only to associate member- 
ship in the A. M. A. 

Obviously, the foregoing proposal is not so easy to adopt 
as it sounds. Some of the classifications have been in use for 
decades and have meaningful connotations to the medical pro- 
fession in the area. Nevertheless, it is hoped that each con- 
Stituent association will carefully consider this proposal in the 
light of providing the greatest good to the greatest number 
and actively participate in the movement to standardize mem- 
bership terminology. Actually, the problem goes down to the 
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Membership in 


Constituent Associations 


as 


Related to A. M. A. Membership 
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Alabama........... 
Arizona 4,......... 
California 4....... 
Colorado 4........ 
Connecticut......... 
IMinois 4,.......... 


Massachusetts 


Michigan......... 


Minnesota 
Mississippi 4 


Nebraska 4 
Nevada 
New Hampshire 
New Jersey...... 
New Mexico.. 


North Carolina..... 


Oklahoma 4.... 


Pennsylvania.. 


Rhode Island...... 
South Carolina..... 
South Dakota..... 


Tennessee.......... 


Washington....... 
West Virginia....... 
Wisconsin 4......... 


Puerto Rico...... 


6. 


» & Active 


» 


& 


2 


Active-Junior 


Junior 


Members 


Regular 


Fellows 


Associate 


Associate-Junior 


Associate-Student 


Associate-Special 


ll 


Affiliate 


te 


+ 


++ + * + 


- + + + 


Honorary Members 


+ + + 


— 


3 


Honorary Fellows 


14 15 
‘te 
* 
+ 
* 
* 
* 
+ 
* 
+ 
* 
* 
* 


16 


50 Yr. Club 


1 


Gold Star 


18 


Senior 


19 


Honor 


20 


Past Service 


21 


Veteran 


Retired 


23 


Inaetive 


24 


Student 


25 


Residency 


26 


Intern 


Government Service 


Os 


Military 


29 30 


Nonresident 
Scientific 


oe 


31 


Service 


+ 


te 


Leave of Absence 


+ 


Alabama 
Arizona 4 
Arkansas 
California 4 
Colorado 4 


Connecticut 
Delaware 
Dist. of Col. 
Florida 
Georgia 


Idaho 
Illinois & 
Indiana 
lowa 
Kansas 


Kentucky 
Louisiana 
Muine 
Maryland 
Massachusetts 


Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 


Nebraska 4 
Nevada & 

New Hampshire 
New Jersey 

New Mexico 


New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 4 


Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 


‘Tennessee 
‘Texas 
Utah 
Vermont 
Virginia 


Washington 
West Virginia 
Wisconsin 
Wyoming 
Alaska 
Hawaii 
Canal Zone 
Puerto Rico 


- ean vote and hold office in state society (entitled to Active Membership in American Medieal Association). 


— eannot vote and hold office in state society (entitled to Associate Membership in American Medical Association). 
A. M. A. Membership is mandatory. 


May vote and hold office if they maintain membership in county society. 
All dentists. 

Can vote, but cannot hold office in state society. 
Available to colored physicians in state. 
Membership only in county society: does not confer membership in state society. 


Associate Members can vote and hold office if they have had 30 years’ service in state association; Associate Members cannot vote and hold office 
if they have had less than 30 years’ service in state association, 


7. When given to nonmembers, does not include right to vote and hold office 


| 
North Dakota * + 
* + + 
| 
Po 
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county level, because the component societies are the sole 
judges of membership, and, in many cases, they have created 
types of membership that have no standing in the constituent 
association and therefore no standing in the A. M. A. 


Uniform Treatment of Transfers in Membership 


Efforts are also needed to bring about uniformity in the 
treatment of transfers from one constituent association to 
another, in establishing delinquency dates, in billing for 
A. M. A. dues, and in handling exemptions from the payment 
of such dues. The physician moving his practice from the juris- 
diction of one constituent association to another will find, 
oftener than not, that he will have to pay dues in the new 
association as well as in the old—only 25 of the constituent 
associations accept transfers of paid) members from other 
associations without further payment of dues for the year— 
the other 27 associations require payment of dues in the new 
state as well as in the old state. 


In most states, too, the newly lecated physician discovers 
that action on his application for membership can be taken 
only after a waiting period. The period varies with the com- 
ponent societies’ regulations, the physician sometimes there- 
after being immediately eligible to membership in the con- 
Stituent association. In answer to a question on this subject, 
a number of associations stated that applicants for member- 
ship might have to wait 30 to 60 days for acceptance, while 
other associations indicated that the wait might be six months, 
one year, or even two years. 


The transfer of membership thus becomes a perplexing prob- 
lem for the physician who wishes to retain active member- 
ship in the A. M. A. but cannot promptly obtain membership 
through the component and constituent societies in the area 
to which he has moved. The problem, complicated by the 
fact that many component societies do not meet monthly, 
especially during the summer, is one that can be worked out 
only by the constituent association and its component societies. 


Delinquency Dates in the Payment of Dues 

Of a similar type is the problem of establishing a more 
nearly uniform date on which a member of the constituent 
association is regarded as delinquent in the payment of dues. 
The dates now used vary from Dec. 5 preceding the year 
for which dues are payable, to two years following the Jan. | 
on which payable. Six associations require payment on or 
before Jan. 1; 32 set dates from Feb. 1 to June 1; 3 societies 
have a delinquency date of July 1; 8 give the physician the 
full year in which to pay; and one gives two years before 
declaring the member delinquent. 

The variation in dates in the constituent association adds 
further complication to the collection of A. M. A. dues. In 
nine states, a physician is required to hold membership in the 
A. M. A, if he wishes to hold membership in the constituent 
association. In these states, the date of delinquency does pre- 
cede the date of delinquency specified in the bylaws of the 
A. M. A.; even in these states, however, the physician may 
not be officially dropped from membership until several months 
later. In many of the other states, the delinquent member's 
name is not removed from the membership roster until the 
end of the year; in a few states, his name is removed from 
the roster during the first month of the current year. 

Considerable criticism could be made, it is admitted, of 
the present policy of the A. M. A., which has a theoretical 
delinquency date of June 1. Because there have been so many 
changes in the membership structure, aciion has been delayed 
as long as possible to give the physicians an opportunity to 
clear their payments through the constituent associations before 
their names had to be taken off the A. M. A. membership 
roster. Physicians have often delayed payment of dues because 
of misunderstanding or confusion, and rather than take these 
names off the roster in a summary manner, we have withheld 
action and frequently written three or four letters in order 
to clarify their membership status. 
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The constituent associations have also set up varying pro- 
cedures to handle the collection of A. M. A. membership 
dues. In most states, dues are collected through the com- 
ponent societies, but in 12 states they are billed by the con- 
stituent associations direct to the member, although, in several 
of these states, the state dues are collected by the component 
societies. Even when A. M. A. dues are billed by the constitu- 
ent association, they are, in four states, not billed until at least 
30 days after dues in the constituent association have been 
billed. There are advantages in each method of collection; but, 
from the standpoint of avoiding duplication of effort (both in 
billing and sending a remittance) it would seem desirable, 
whenever possible, to incorporate in a single bill the annual 
membership dues of component society, constituent association, 
and the A. M. A., or at least to mail such bills at one time. 


Confusion Over Exemption Policies 

One further area in which greater uniformity should be 
achieved is in the regulations governing the exemption from 
payment of membership dues. The Bylaws of the A. M. A. 
provide that active members may be excused from the pay- 
ment of A. M. A. dues for the following reasons: financial 
hardship or illness, retirement from active practice, postgradu- 
ate training within five years of graduation, temporary military 
service, and past the age of 70. To be eligible to exemption 
under the first three reasons, the member must also be wholly 
or partially excused from the payment of dues in the com- 
ponent society and the constituent association. 

Misunderstanding concerning exemptions arise especially be- 
cause of the confusion of service membership with exemp- 
tion based on temporary military service. This type of ex- 
emption is given only to medical officers serving temporarily 
in the Army, Navy, or Air Force. Since July 1, 1952, by federal 
law, the United States Public Health Service is no longer 
a part of the armed forces, and exemptions cannot be granted 
to physicians in this service. Some constituent associations 
give a type of non-dues-paying membership to such physicians 
as well as to physicians in the Veterans Administration, the 
U. S. Civil Service, the Coast Guard, and other federal 
agencies, but similar exemptions cannot be given by the 
A. M.A. 

Delay in granting exemption from the payment of dues 
occurs, with resulting confusion, when requests for exemption 
are received direct from the component societies on behalf of 
their members. Official action cannot be taken until the re- 
quest has been processed by the constituent association. Con- 
versely, when exemptions have been requested by members 
in correspondence with the A. M. A., there is frequently 
delay in clearing the exemption because our request to the 
constituent association is returned with the notation that in- 
formation has not been received from the component associ- 
ation concerning the member’s status. 

The policies governing the exemption on the basis of tem- 
porary military service vary with respect to dates effective. 
In some states, the physician entering on active duty pays 
dues for the current year and his exemption begins the Jan. 1 
of the following year; the A. M. A., however, exempts such 
members for the period beginning Jan. | or July 1 follow- 
ing the date of the member’s entrance into the service. 

A further study of the classifications of membership in the 
constituent associations, in relation to provisions exempting 
physicians from the payment of A. M. A. dues is being made, 
and a chart outlining the information will be available at a 
future date. Complete uniformity in all phases of membership 
probably will never be achieved, but a concerted effort on the 
part of constituent associations and component societies to 
develop uniform membership regulations and terminology will 
be a long step forward in advancing intraprofessional relations. 
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SUMMARY OF FEDERAL MEDICAL LEGISLATION 


Prepared by the Washington Office of the American Medical 
Association. 


The 83rd Congress convened Jan. 3, 1953, and adjourned 
sine die Aug. 3, 1953. During this period 10,695 legislative 
measures were introduced in the Senate and House. All of 
these were carefully screened for possible medical significance, 
and 274 were analyzed and reported by the Washington Office 
of the American Medical Association. This is 24 more than 
were followed by us in the entire two-year period of the 82nd 
Congress. The chief legislative measures are briefly sum- 
marized below. 

Numerically, the commonest measures of interest to the 
medical profession as such were those dealing with social 
security and public assistance. Of 56 such measures, none 
became public law. In the research and aid programs, 37 
measures were introduced. None of them became public law, 
and hearings were held only on the measures that would 
establish an independent agency for the handicapped. Identical 
bills to establish such an agency were introduced by Congress- 
men Hagen (H. R. 2096); Kelley (H. R. 3177); Perkins (H. R. 
3188); Celler (H. R. 3291); Doyle (H. R. 3473); and Donohue 
(H. R. 4262). 

Veterans’ legislation was again prominent in a variety of 
proposals taking the form of 34 legislative measures. Only one, 
H. R. 5636, by Congressman Radwan, became law (Public 
Law 241), on Aug. 8. This lengthened the presumption of 
service connection for all types of tuberculosis to three years 
following military service. Congresswoman Rogers proposed 
an investigation of the Veterans Administration by the House 
Veterans Affairs Committee in H. Res. 34. This measure 
passed the House on March 5, and an appropriation of $50,000 
was voted on March 16. Medical deductions in tax computa- 
tion were proposed in 29 measures. Public hearings held in 
connection with general tax revisions included testimony sup- 
porting legislation of this type. The Teague proposal (H. R. 
6015) would establish priorities for admission of patients with 
non-service-connected cases favoring chronic or long-term 
ailments. 

There were 25 proposals dealing with military medicine. Of 
these, 10 were incorporated in the amended “Doctor-Draft” 
act, which became Public Law 84 on June 29. This act as 
amended was extended two years to July 1, 1955, including 
an extension of the $100 a month equalization pay for physi- 
cians and dentists. 

Measures to reorganize the executive department of the 
government numbered 14; of these, 5 became public law. 
Congressman Hoffman of Michigan in H. J. Res. 223 made 
effective within 10 days the reorganization of the Federal 
Security Agency into the Department of Health, Education, 
and Welfare. This bill was passed by the House March 18, 
by the Senate March 30, and became Public Law 13 on 
April 1, 1953. A new “Hoover” commission on the organiza- 
tion of the executive branch of the government was created 
in S. 106 by Senator Ferguson, and H. R. 992, a companion 
bill, by Congressman Brown. These became Public Law 108 
on July 10. A Commission on Intergovernmental Relations 
was created by S. 1514, introduced by Senator Taft and H. R. 
4406, introduced by Congressman Halleck. These became 
Public Law 109 on July 10. 

There were 11 proposals having to do with: treaty regula- 
tions, most of them similar or identical with S. J. Res. 1 by 
Senator Bricker and 63 other Senators. Public hearings were 
held over a period of several weeks, and the measure was 
favorably reported to the Senate by the Judiciary Committee 
on June 15, but was not put on the Senate calendar and was 
not referred to a committee. His proposal places less restric- 
tions on the executive branch than does the Bricker proposal. 
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Drugs and drug addiction were the subject of 10 measures. 
Six of these concerned factory inspection by federal food and 
drug agents and became Public Law 217 on Aug. 7. A variety 
of national health programs was proposed in 10 measures. 
These included compulsory health insurance, loans to co- 
operative and nonprofit health insurance associations, federal 
aid to voluntary health plans, and medical education. There 
were no hearings or action on any of these bills. An extension 
of the Hill-Burton Hospital Construction Act until 1957 was 
proposed by Senators Taft and Hill and by Congressman 
Harris and became Public Law 151 on July 27. A proposal 
by Congressman Judd to transfer the administration of Indian 
hospitals to the Public Health Service was reported favorably 
by the House Committee on Interior and Insular Affairs on 
July 17 but was not voted on. Ten measures in all were 
presented concerning hospitals. 

Tax deductions for pension plans were proposed in seven 
measures. These bills, which would permit tax postpon:ment 
fer the self-employed to assist in the creation of annuities, 
were discussed at public hearings on Aug. 12 and 13, after 
the adjournment of Congress. No other action has been taken 
on these measures. Federal aid for medical education was 
presented in eight measures. Senator Hunt, in S. 1515, pro- 
posed to give authority to certain western states to form an 
interstate commission for jointly supporting higher education 
(without federal financial participation). This measure became 
Public Law 226 on Aug. 8. Among the types of higher edu- 
cation could be medicine and dentistry. Senator Taft in S. 
1748 would grant a federal charter for the National Fund for 
Medical Education. This fund at present is operating under 
a New York state charter. The American Medical Education 
Foundation has worked in close cooperation with the national 
fund. The Taft measure was passed by the Senate on July 6, 
but the House did not vote on it. None of the other medical 
education aid bills were discussed in hearings or presented to 
either House for floor action. 


The appropriation ceiling was removed from the National 
Science Foundation by H. R. 4689 by Congressman Wolverton 
and the companion bill, S. 977, by Senator Smith of New 
Jersey and Senator Aiken. These became Public Law 223 on 
Aug. 8. A House Select Committee to investigate educational 
and philanthropic foundations was enacted by H. Res. 217 by 
Congressman Reese. The House voted $50,000 to finance 
this study. Congresswoman Church in H. R. 116, and Senator 
Bridges in S. 2245, proposed to prohibit the transportation of 
fireworks into states where their sale was prohibited by state 
law. This measure was passed by the House on July 20 and 
favorably reported by the Senate Judiciary Committee on 
July 30, but not voted on. 

A number of miscellaneous measures were proposed, but 
no hearings were held and no votes taken on them. They 
included measures to give aid to health and safety instruction 
in public schools, to provide for research in child life, to 
abolish the Bureau of Indian Affairs, to create a U. S. Medical 
and Dental Academy, to provide federal aid to states for 
industrial safety, to allow professional education expense 
deductions from income, to give federal aid to states for 
ambulance service; to allow freedom to select physician under 
longshoremen’s and harbor workers’ compensation act; to 
establish a joint congressional committee on science. Measures 
not passed by this first session of the 83rd Congress may be 
considered when Congress reconvenes and are not dead. 


NEW A. M. A. PUBLICATIONS 


The A. M. A.’s Committee on Pesticides recently compiled 
a new list of available publications. The titles include “Ac- 
cidental Poisoning in Children,” “Health Problems of Insecti- 
cide Vaporizing and Fumigating Devices,” “Toxology in 
Medical Curriculum,” and “Use and Abuse of Generic Names 
for Pesticides.” 
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CALIFORNIA 


Ophthalmologic Conference.—The University of California 
Medical School will hold an ophthalmologic conference Dec. 
2-5 at the University of California Medical Center and Uni- 
versity Extension Building, 540 Powell St., San Francisco. 
Dr. Frederick C. Cordes is chairman of the course, and Dr. 
Peter C. Kronfeld, Chicago, will deliver the eighth Francis 
I. Proctor lecture, “Delayed Restoration of the Anterior 
Chamber,” during the conference. Arrangements have been 
made this year so that each group will get one session of 
animal surgery. The course is open only to graduates of medi- 
cal schools approved by the A. M. A. Council on Medical 
Education and Hospitals. The fee is $75. 


Pediatric Seminars.—The alumni committee of the Children’s 
Hospital, San Francisco, has announced the following pediatric 
seminars: 


Dec. 5, Surgery and Anesthesia in Childhood, with a discussion on the 
effects of hospitalization for surgical procedures on the young child. 

Jan. 23, 1954, Problems of Prematurity and the Newborn Infant. 

March 30, Acute and Chronic Infections and the Choice of Anti- 
biotics in Treatment. 

April 24, Childhood Ecology, with a discussion of physical. mental, and 
emotional growth and development of the young child, the effects of 
deprivation of maternal care, and the impact of environment on the 
child, 

A fee of $15 will be charged for attendance. Details may be 
obtained from Dr. Hulda E. Thelander, Children’s Hospital, 
3700 California St., San Francisco. 


CONNECTICUT 

Society News.—The New Haven Medical Society will have 
as speaker, Dec. 2, Dr. Elmer Alpert, chief of clinical re- 
search, Merck and Co., Inc., Rahway, N. J., whose subject 
will be “Present Status of Cortisone and ACTH Therapy.” 


Hospital Lectures.—The Hartford Hospital announces the fol- 
lowing presentations in its Saturday morning 11 o'clock series: 
Dec. 5, Averill A. Liebow, New Haven, Clinical Pathological Conference. 


Dec. 12, Harold M. Marvin, New Haven, Observations on Aortic 
Stenosis. 


Dec. 19, E. Myles Standish, Hartford, Dermatology (Kodachrome 
Presentation). 


DISTRICT OF COLUMBIA 


Federal Grant for Teaching.—The George Washington Univer- 
sity School of Medicine, Washington, has received a $25,000 
grant from the Public Health Service’s National Heart Insti- 
tute for use in teaching medical students the latest methods 
in diagnosing and treating heart diseases. The grant will be 
administered under the direction of Drs. Jack M. Evans, 
associate Clinical professor of medicine, and Albert D. Kistin, 
associate in medicine. 


District Society Honors Theodore Wiprud.—At its annual 
scientific assembly in the Hotel Statler, Washington, Oct. 7, 
the Medical Society of the District of Columbia presented a 
special certificate to Theodore Wiprud, executive director and 
secretary, “in recognition of his more than twenty-five years 
of service to American medicine and, in particular, of his 
fifteen years of steadfast devotion to the medical profession 
of the District of Columbia; and in further recognition of 
his accomplishments as an able administrator and author- 
editor; a teacher; a leader in civic life; friend of physicians: 
and in special and grateful appreciation of those moral and 
spiritual qualities that have characterized all his achievements 
—loyalty, sympathy, wisdom, unselfishness, and unsurpassed 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


honesty.” Mr. Wiprud came to the society in 1938 after serv- 
ing for 10 years as executive secretary of the Medical Society 
of Milwaukee County in Wisconsin. 


FLORIDA 


Obstetric and Gynecologic Society.—The midwinter meeting 
of the Florida Obstetric and Gynecologic Society will be held 
at the Orange Court Hotel in Orlando, Dec. 5-6. The pro- 
gram will be presented by Dr. Frank R. Lock, professor of 
obstetrics and gynecology, Bowman Gray School of Medicine 
of Wake Forest College, Winston-Salem, N. C., Dr. Robert 
B. Greenblatt, professor of endocrinology, Medical College 
of Georgia, Augusta, and Dr. W. Nicholson Jones, professor 
of gynecology, Medical College of Alabama, Birmingham. 


GEORGIA 


Narcotic Violation.—Dr. William Henry Wall, Blakely, pleaded 
not guilty in the U. S. District Court at Albany to a violation 
of the federal narcotic laws and on Oct. 8 was found guilty 
and sentenced to serve a term of 18 months. 


Cardiovascular Research.—Chairs for cardiovascular research 
at Emory University School of Medicine, Atlanta, and the 
Medical College of Georgia, Augusta, were recently made 
possible by identical grants of $12,000 to each school by the 
Georgia Heart Association. Occupants of the chairs will be 
full-time faculty members of the medical schools and directors 
of research laboratories bearing the name of the heart asso- 
ciation. The association plans to repeat the grants on an annual 
basis, and the schools are adding $3,000 to the amount of the 
grant. The school will have full authority in the selection of 
the person. 


Personal.—Dr. Hal M. Davison, chief of medicine, Georgia 
Baptist Hospital, Atlanta, has been elected a co-chairman ot 
the Atlanta round table of the National Conference of Chris- 
tians and Jews. He is a past president of the Fulton County 
Medical Society. By invitation of the Scottish Nutrition 
Society and the Royal College of Physicians of Edinburgh, 
Dr. Virgil P. Sydenstricker, professor of medicine, Medical 
College of Georgia, Augusta, presented a paper, “The Impact 
of Vitamin Research on the Practice of Medicine,” at the 
bicentenary celebration of the publication of Lind’s “Treatise 
of the Scurvy.” Dr. Sydenstricker had previously been awarded 
the King’s medal by the United Kingdom. He was also the 
memorial orator for the Robert Campbell lecture, after which 
Queen’s University of Belfast presented him with a medal. 
——Dr. Robert B. Greenblatt, professor of endocrinology, 
Medical College of Georgia, Augusta, served as moderator 
of the panel discussion, “Disorders of the Adrenal Cortex,” 
at the postgraduate course in endocrinology and metabolism, 
sponsored by the University of Minnesota Medical School at 
Minneapolis from Sept. 28 to Oct. 3. 


ILLINOIS 


Quarantine for Rabies.—-Bloom township was placed under a 
rabies quarantine by the state department of agriculture after 
four persons were bitten by rabid dogs early in October. 
Thorntown township, north of Bloom township and about 16 
miles south of Chicago, has been under a similar quarantine 
since May. 


Society News.—At a meeting of the Otolaryngologic Alumni 
Association of the University of Illinois in Chicago Dr. 
Albert H. Andrews Jr., clinical assistant professor of broncho- 
esophagology, was elected president and Dr. Burton J. Sobo- 
roff, Chicago, reelected secretary-treasurer. The association 
presented an engraved silver cigaret box to Dr. Francis L. 
Lederer, Chicago, named the outstanding teacher during the 
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1952-1953 school year. Dr. Cecil D. Riggs, captain in the 
Medical Corps, U. S. Navy, was presented in absentia with 
a similar award as the outstanding resident during the school 
year. 


Chicago 

Dickinson Memorial Lecture.—The second Albert Dickinson 
memerial lecture, “Nutritional Interrelationships,” was given 
by Conrad Arnold Elivehjem, Ph.D., dean of the Graduate 
School of the University of Wisconsin, in the Chicago Academy 
of Sciences, Nov. 20 at 8 p. m. 


Dr. Kampmeier Goes to California.—Dr. Otto F. Kampmeier, 
professor of anatomy, University of Illinois College of Medi- 
cine, since 1928, has been appointed head of the department 
of anatomy at the College of Medical Evangelists, Loma 
Linda, Calif. Dr. Kampmeier, who came to the University 
of Illinois as instructor in anatomy in 1918, was made head 
of the department in 1929. He had been affiliated with the 
University of Pittsburgh from 1912 to 1918. 


Meeting on Poliomyelitis—At a meeting of the North Side 
branch of the Chicago Medical Society in the Drake Hotel, 
Dec. 3 at 8 p. m., “The Changing Front of Research in Polio- 
myelitis” will be presented by Dr. Hart E. Van Riper, medical 
director, National Foundation for Infantile Paralysis, Inc., 
New York, and Dr. Henry W. Kumm, the foundation's di- 
rector of research. Discussants will be Howard J. Shaughnessy, 
Ph.D., head of the department of public health, University 
of Illinois College of Medicine, and deputy director, Illinois 
Department of Public Health, division of laboratories, Chi- 
cago; Dr. Leonard M. Schuman, deputy director, Illinois De- 
partment of Public Health, division of preventive medicine, 
Springfield; and Dr. Sidney O. Levinson, director, Michael 
Reese Research Foundation, Chicago. The program will be 
preceded by a fellowship gathering, 5:30 p. m., and dinner, 
6:30 p. m. For reservations, call CEntral 6-7764. 


KANSAS 


Cancer Institutes——The following tentative dates have been 
announced for a series of cancer institutes for nurses, spon- 
sored by the Kansas League of Nursing, the Kansas division 
of the American Cancer Society, and the division of geri- 
atrics and chronic diseases and public health nursing services 
of the Kansas State Board of Health: Nov. 30, Dec. 1-2, 
Hays; Dec. 2-4, Wichita; Dec. 8-10, Kansas City; and Dec. 
14-16, Topeka. 


MASSACHUSETTS 


House Officers’ Lecture—The House Officers’ Association, 
New England Center Hospital, Boston, announces that on Dec. 
1 at 7 p. m. Rosalind Pitt-Rivers, Ph.D., London, England, 
will discuss “Triiodothyronine and Thyroid Function” in the 
Stearns Auditorium of New England Center Hospital. All 
interested persons are invited. 


University Retirements.—Dr. C. Wesley Sewall, head of the 
department of obstetrics, and Dr. Samuel R. Meaker, pro- 
fessor of gynecology, Boston University School of Medicine, 
have retired after 33 and 31 years of service, respectively. 
In World War I, Dr. Sewall served as captain in the U. S. 
Army Medical Corps and Dr. Meaker served in the Royal 
Army Medical Corps. 


Emergency Library for Korean School.—-At a ceremony on 
Sept. 23 in the Harvard School of Public Health, Boston, 
Brig. Gen. James Stevens Simmons, U. S. Army, retired, dean 
of the Harvard School of Public Health, presented to Mr. 
Pyo Wook Han, counselor of the Korean Embassy, an emer- 
gency library of more than 300 public health and preventive 
medicine texts and reference books for use in the new Seoul 
National University School of Public Health, South Korea’s 
first school of public health. The books, collected at the re- 
guest of Col. James P. Pappas, chief of the public health 
section of the United Nations Civil Assistance Command in 
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South Korea and a graduate of the Harvard School of Public 
Health, were sent by air to Seoul by the American-Korean 
Foundation. 


MICHIGAN 


Television Course for Parents.—The University of Michigan 
Medical School, Ann Arbor, will conclude its series of tele- 
vision programs on the growing baby with its program on 
Dec. 6, in which Dr. Ralph D. Rabinovitch, associate pro- 
fessor of psychiatry and chief of the children’s service, Neuro- 
psychiatric Institute, will present “Your Child’s Behavior.” 
(For stations, see THE JouRNAL, Oct. 17, p. 649.) 


MINNESOTA 


Dr. and Mrs. Mayo Honored.—Dr. and Mrs. Charles W. 
Mayo, Rochester, were guests at a dinner in Minneapolis, 
given by the Minnesota United Nations Association, Aug. 24, 
in honor of his recent appointment as alternate delegate to 
the United Nations Assembly and of Mrs. Mayo for her 
service as a member of the board of directors of the Minne- 
sota United Nations Association. 


MISSISSIPPI 


Rabies in Man.—<According to the Department of Health, 
Education, and Welfare, U. S. Public Health Service, a 
man was bitten on the hand by one of two family dogs in 
June but did not seek treatment. The dog disappeared. On 
July 4 a son of the victim was bitten by the other dog whose 
brain, On examination at the state laboratory, showed Negri 
bodies. The child promptly received rabies vaccine and up 
to the time of report (late September) had escaped the dis- 
ease. The man died, and examination of his brain confirmed 
the diagnosis of rabies. 


Conference on Alcoholism.—The University of Mississippi in 
University announces that an Alcohol Studies Conference will 
be held at the university, Dec. 4-5, under sponsorship that 
includes 30 mid-south medical, business, and social organiza- 
tions. Speakers will include Anton J. Carlson, Ph.D., pro- 
fessor emeritus of physiology, University of Chicago, Dr. 
Thomas L. Young of Mississippi State Hospital, Whitfield, 
Dr. Frank A. Latham of the Carrol Turner Sanatorium, Mem- 
phis, and Dr. David S. Pankratz, dean of the school of medi- 
cine. The public is cordially invited. 


MISSOURI 

Terry Lecture—The annual Robert J. Terry lecture, “The 
Search for Man’s Ancestors,” will be delivered by William 
L. Straus Jr., Ph.D., professor of physical anthropology, Johns 
Hopkins University, Baltimore, before the St. Louis Medical 
Scciety at 8:30 p. m., Dec. 1, in the Medical Society Audi- 
torium, 3839 Lindell Blvd. 


NEW YORK 

Institute of Cytology.—An institute of cytology was recently 
established at Beth-El Hospital, Brooklyn. The department 
will emphasize the diagnosis of cancer in the early stages of 
development before the appearance of symptoms and will 
conduct research studies of the relationship of the endocrine 
glands to cancer of the female reproductive system. 


Dr. Coughlin Goes to Indonesia.—Dr. Frank E. Coughlin, 
Rensselaer County commissioner of health, has resigned from 
the board of health to accept a position in Indonesia as chief 
of public health in the Technical Cooperation Administration. 
He will serve for two years as adviser on all public health 
problems to the Republic of Indonesia. Dr. Coughlin’s suc- 
cessor is Dr. Andrew C. Fleck of Troy, who joined the staff 
of the state health department in March, 1949, 


Course on the Office Laboratory.—-The University of Buffalo 
School of Medicine announces a postgraduate course (Dec. 3) 
on the office laboratory. Since the course is primarily oriented 
toward increasing the physician’s understanding of modern 
laboratory procedures, the office technician may attend with, 
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but not in place of, the physician. Presentations will include 
basic techniques, urine analysis, use of photoelectric color- 
imeter, blood chemistry, and coordination with the hospital 
laboratory. A concise laboratory manual will be made avail- 
able to registrants. The fee of $15 should accompany appli- 
cation to Dr. Milton Terris, Assistant Dean for Postgraduate 
Education, University of Buffalo School of Medicine, 3435 
Main St., Buffalo 14. Sessions will be held in Room G22, 
Capen Hall. 


Personal.—Dr. Thelma S. Miner, Jamestown, was recently 
appointed district health officer in the Watertown area.—— 
Dr. Harry Wexler, attending pediatrician, Maimonides Hos- 
pital, Brooklyn, recently received a New York University 
1953 alumni meritorious service award for “distinguished 
service to the university.” Dr. Wexler, who is currently chair- 
man of the Parents’ Association, New York University College 
of Medicine, has created a student aid and scholarship fund 
and has established the Harry Wexler Endowment Fund at 
the college. Dr. William R. Donovan, Geneva, has been 
appointed director of the White Plains regional office, State 
Department of Health. Dr. Donovan, who has been district 
state health officer in charge of the Geneva district since 
June, 1947, has also been serving on a part time basis as 
acting health commissioner of the newly organized Seneca 
County Health Department since July 1, 1950.——At the 
ninth convention of the International Society for Speech and 
Voice Science, in Zurich, Dr. Emil Froeschels, New York, 
was elected honorary president of the society for life. Dr. 
Raphael O. Patt, Johnson City, has been named an assistant 
medical director of the American Heart Association. Dr. 
Patt was engaged in the practice of medicine in Johnson City 
for several years, during which time he was associated with 
the medical department of the Endicott Johnson Corporation. 
He has also been affiliated with Fairview Park Hospital, 
Cleveland, New Jersey State Hospital, Marlboro, N. J., and 
Jennings Memorial Hospital, Detroit. 


New York City 

Hospital News.—On Dec. 4 Dr. William Dameshek, director, 
Blood Research Laboratory, New England Center Hospital, 
Boston, will present “Polycythemia and Related Conditions” 
at 3 p. m. in the social hall of Montefiore Hospital for 
Chronic Diseases. 


Lecture on Leukemia.—The fifth annual Louis Hauswirth 
lecture in medicine, sponsored by the Beth David Hospital 
Alumni Association, will be delivered by Dr. Nathan Rosen- 
thal, consultant hematologist, Mount Sinai and Beth David 
hospitals, attending physician, Harlem Hospital, and formerly 
clinical professor in medicine, Columbia University College 
of Physicians and Surgeons, Dec. 2, at Beth David Hospital, 
161 E. 90th St. Dr. Rosenthal’s subject will be “Present Trends 
in the Treatment of Leukemia.” 


Cancer Society Meeting.—The New York Cancer Society will 
meet on Dec. | at 8:30 p. m. in the New York Academy of 
Medicine, Fifth Avenue at 103rd St., to consider “Prospects 
for Earlier Diagnosis of Cancer.” The following program will 
be presented: 
Prospects for Earlier Diagnosis of Gastric Cancer, William A. Cooper, 
New York; discussant, Paul C. Swenson, Philadelphia. 
Prospects for Earlier Diagnosis of Cancer of the Prostate, William F. 
Boyer, Tulsa, Okla.; discussant, Victor F. Marshall, New York. 
Studies of Breast Smears in Relation to Breast Cancer, George N. 


Papanicolaou, New York; discussant, Howard L. Richardson, New 
York. 


Prospects for Earlier Diagnosis of Lung Cancer, William J. Tuddenham, 
Philadelphia; discussant, Ross Golden, New York. 


Physicians and medical students are cordially invited. 


Dr. Oliver Honored.—The president of the State University 
of New York has announced the appointment of Dr. Jean 
Redman Oliver, professor of pathology at the university, as 
the university's first distinguished service professor, “in recog- 
nition not only of his long service to the college of medicine 
but more particularly of the preeminent contributions he has 
made in the field of teaching and for his outstanding con- 
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tributions as an investigator.” Dr. Oliver has the longest record 
of service to the medical school of any full professor on the 
faculty. Dr. Oliver has reviewed his contributions to renal 
pathology in the Harvey lecture in 1944 and 1945, the Jane- 
way lecture in 1948, and the Guiteras memorial lecture in 
1950. In 1952 he was awarded the William Wood Gerhard 
medal, and last spring the Phi Lambda Kappa medical frater- 
nity ate the college inaugurated an annual lectureship “in 
honor of the man who has done so much to clarify the 
structural and functional aspects of kidney disease.” Dr. 
Oliver has been affiliated with Stanford University School of 
Medicine, Stanford University-San Francisco, the Stanford 
University and San Francisco hospitals, Rockefeller Institute, 
and the Long Island College and Kings County hospitals in 
Brooklyn. He has recently been granted a leave of absence by 
the university to engage in research for the U. S. Army 
Epidemiological Board on renal lesions in epidemic hemor- 
rhagic fever but will return to the college during the year to 
lecture to the students. 


NORTH CAROLINA 


Annual Duke Medical Symposium.—Duke University School 
of Medicine, Durham, will hold its annual medical symposium 
Dec. 1-2. Speakers will include: Dr. S. Spafford Ackerly, 
University of Louisville School of Medicine; Dr. Leo H. 
Bartemeier, Wayne University College of Medicine, Detroit; 
Dr. Frank J. Curran, University of Virginia Department of 
Medicine, Charlottesville; Col. Albert J. Glass, chief of neuro- 
psychiatric services, Brooke Army Medical Center, Fort Sam 
Houston, Tex.; Dr. Roger W. Howell, University of North 
Carolina School of Medicine, Chapel Hill; Dr. William S. 
Kroger, Chicago Medical School; Dr. William T. Lhamon, 
University of Pennsylvania School of Medicine, Philadelphia; 
Dr. Theodore Lidz, Yale University School of Medicine, New 
Haven, Conn.; and Dr. Ralph D. Rabinovitch, University of 
Michigan Medical School, Ann Arbor. 


OKLAHOMA 


Appoint Director of Health Services.—Dr. Jean S. Felton, 
associate professor in the departments of medicine and pre- 
ventive medicine and public health, University of Oklahoma 
School of Medicine, Oklahoma City, has been appointed di- 
rector of health service of the university hospitals. Dr. Felton, 
who came to Oklahoma City from the Oak Ridge (Tenn.) 
National Laboratory after serving there as medical director 
for seven and one-half years, is establishing the medical school’s 
first course in industrial medicine this fall. Dr. Felton has 
been appointed to the Oklahoma governor’s committee to 
further the employment of the handicapped and has been 
named as a member of the correspondence committee on oc- 
cupational safety and health of the International Labor Office. 
During World War II he was in charge of industrial medicine 
for the San Francisco port of embarkation. 


OREGON 

Dr. Kaufman Honored.—Following the outbreak of the 
Korean hostilities, Dr. Russell H. Kaufman, Portland, chair- 
man of the committee on emergency medical service, Oregon 
State Medical Society, was awarded the National Freedoms 
Foundation’s George Washington honor medal. Dr. Kaufman 
played a leading part in the development of the programs of 
the Oregon Civil Defense Agency and the Portland Disaster 
Relief and Civil Defense Organization, of which he is chair- 
man of the physicians’ section. 


PENNSYLVANIA 

Hospital News.—The Doylestown Emergency Hospital, said to 
be operated solely by women, has been bequeathed $125,000 
in the will of Mrs. Kate Penrose Shuman of Doylestown, 
who died July 24 at the age of 99. The hospital recently 
compieted another building program at a cost of $175,000. 


University News.—Dr. William H. Ramsey, Bryn Mawr, has 
been appointed associate professor of surgery (proctology) at 
Hahnemann Medical College and Hospital of Philadelphia. 
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Dr. Ramsey is assistant surgeon to Pennsylvania Hospital, 
Philadelphia, and to Bryn Mawr Hospital and consulting 
surgeon to Veterans Administration Hospital, Philadelphia. 


Philadelphia 


Philips Lecture —Dr. William P. Shepard, vice-president of 
the Metropolitan Life Insurance Company, New York, will 
discuss “Industrial Health” at Roberts Hall, Haverford College, 
on Dec. | at 11 a. m. This presentation is one of the William 
Pyle Philips series, “New Frontiers in Medicine.” 


Anders Lecture on Pituitary Infantalism.—The College of 
Physicians of Philadelphia announces the James M. Anders 
lecture at 19 S. 22nd St. on Dec. 2 at 8:30 p. m. Sir Geoffrey 
Jefferson, M.S. (London), F.R.C.S., emeritus professor of 
neurosurgery, University of Manchester, England, will present 
“Reflections on Pituitary Infantalism.” 


Television Programs.—In conjunction with the WFIL-TV 
University of the Air, members of the faculty of the Phila- 
delphia College of Pharmacy and Science are presenting tele- 
vision lectures over that station, Channel 6, on Friday morn- 
ings, 11:15 to 11:33. The following programs are scheduled 
for December: 

Dec. 4, Sources of Some Household Medicinals. 

Dec. 11, The Frontier of Research on Cancer. 

Dec. 18, Allergy and the Antihistamines. 


RHODE ISLAND 


Cancer Conference.—At the annual Cancer Conference for 
Physicians, held at Miriam Hospital in Providence under the 
auspices of the Rhode Island Medical Society, Oct. 14, the 
following program was presented: 

Use of Radioactive Isotopes in Cancer, Joseph C. Aub, Boston. 

Cancer of the Mouth, Ernest M. Daland, Boston. 

Exfoliative Cytologic Method in the Diagnosis of Gastric Cancer (a 

motion picture). 
Carcinoma-in-Situ, Richard W. TeLinde, Baltimore. 


Surgical Treatment of Cancer of the Cervix, Alexander Brunschwig, 
New York. 

Bronchogenic Carcinoma, Francis B. Berry, New York. 

Carcinoma of the Colon and Rectum in Connecticut, Edward J. Otten- 
heimer, Willimantic, Conn. 


Personal.—Dr. Henry H. Babcock, acting superintendent and 
physician-in-chief since May, 1951, of Butler Hospital, Provi- 
dence, has been named permanently to that post by the board 
of trustees. On behalf of the Jewish War Veterans, Gover- 
nor Roberts recently presented Dr. Alexander M. Burgess with 
an award of merit for his work in the field of brotherhood. Dr. 
Burgess has served as physician-in-chief in three hospitals in 
Providence; served abroad in the Navy in World War I; as 
chairman of the Medical Teaching Mission to Germany in 
1948: and for several years has been the Area Medical Section 
Chief at the Veterans Administration for New England and 
New York. At commencement exercises, the Rhode Island 
College of Pharmacy and Allied Sciences conferred on Dr. 
Michael H. Sullivan the honorary degree of doctor of science. 
Dr. Sullivan has served the Newport Hospital as associate 
surgeon and chief of obstetrics and has been president of the 
Newport board of health since 1944. He was recently selected 
as practitioner of the year by the Rhode Island Medical 
Society. 


TENNESSEE 


University News.—Vanderbilt University School of Medicine, 
Nashville, has established a separate division of ophthalmology 
with Dr. Henry Carroll Smith, professor of clinical ophthal- 
mology, as its head. The U. S. Public Health Service has 
awarded grants totaling $45,012 to investigators at the Univer- 
sity of Tennessee Medical Units, Memphis: $25,000 will be 
used to improve the teaching of cancer in the College of 
Medicine and $7,603, to familiarize the women of Shelby 
County with the current cervical cancer detection program. 
Dr. Cyrus C. Erickson, professor of pathology, was awarded 
$7,225 to conduct research on cancer of the cervix. Dr. 
Albert M. Hand, instructor in pathology, who is attempting 
to improve the treatment of phenomena in the newborn, was 
awarded a grant of $5,184-—The new Graduate Science 
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Laboratory, a three story annex to the Vanderbilt University 
School of Medicine, Nashville, has been, constructed at a 
cost of approximately $300,000 ($125,000 of which was 
supplied by a grant from the National Advisory Cancer 
Council) to provide a place where scientists in various fields 
may work together. It is planned that additional stories, from 
the fourth to the ultimate ninth, can be added one or more 
at a time, whenever they are needed to house appropriate 
research work. Among the contemplated projects is a study 
on metabolism employing radioactive isotopic tracers, a tech- 
nique that will involve the departments of anatomy, bio- 
chemistry, biology, chemistry, mathematics, pathology, pharma- 
cology, physics, and physiology. 


TEXAS 


Internists Meet in Houston.—The meeting of the Texas 
Academy of Internal Medicine, Dec. 5-6, at the Shamrock 
Hotel in Houston, will be preceded by a postgraduate course 
in endocrinology, particularly on the pituitary-adrenal aspects, 
Dec. 2-3, given in cooperation with the Baylor University 
College of Medicine. Dr. Jerome W. Conn, professor of 
medicine, University of Michigan Medical School, Ann Arbor, 
will be guest speaker. This course will be open only to 
members of the Texas Academy of Internal Medicine at a 
fee of $10. On Dec. 4, the Texas Rheumatism Association 
meeting will also be held at the Shamrock Hotel, with Dr. 
Edward W. Boland, Los Angeles, as guest speaker. By pay- 
ment of a registration fee of $5 any member of the Texas 
Academy of Internal Medicine will be allowed to attend this 
program. 


WEST VIRGINIA 


Society News.—The West Virginia Trudeau Society has elected 
Dr. Hugh S. Edwards, Beckley, president, Dr. George F. 
Evans, Clarksburg, vice-president, and Dr. Haven M. Perkins, 
Charleston, secretary-treasurer. All the present officers of 
the West Virginia Tuberculosis and Health Association were 
reelected at the annual meeting in Fairmont. Dr. Karl J. 
Myers, Philippi, is president, Dr. Harold H. Howell, Madison, 
vice-president, Mr. Lester Harer, Logan, secretary, and Mr. 
Robert C. Hawkins, Charleston, treasurer. 


WISCONSIN 


Proctology Course.—A postgraduate course in proctology is 
being offered at Marquette University Medical School, Mil- 
waukee. The first session was held Nov. 25. Other meetings 
are scheduled for Dec. 2, 9, and 16, 4-5:30 p. m., closing with 
clinical sessions at the Milwaukee County Dispensary on 
Dec. 10 and 14 from 10:30 a. m. to 12 noon. The course, 
which is directed by Dr. Albert Schutte, assistant clinical 


professor of surgery, is accredited by the Academy of General 
Practice. Tuition fee is $25. 


ALASKA 


Personal.—Dr. Arthur N. Wilson has been appointed a 
member of the Alaska Board of Health to succeed Dr. Dwight 
L. Cramer, a member of the first board of health, whose 
current term expired in January. Both physicians are from 
Ketchikan. Dr. Asa L. Martin, Anchorage, is a hold-over 
member of the Board. 


Alaska Territorial Medical Meeting.—The Alaska Territorial 
Medical Association at its annual meeting in Sitka elected 
Dr. Paul B. Haggland, Fairbanks, president; Dr. Asa L. 
Martin, Anchorage, first vice-president; Dr. John O. Bange- 
man, Wrangell, second vice-president; and Dr. William P. 
Blanton, Juneau, secretary-treasurer. Honorary memberships 
were conferred on the following guest speakers: Dr. Martin 
H. Seifert, Wilmette, Ill.; Dr. Vernon C. Turner, Evanston, 
lll.; Dr. Lowell D. Snorf, Evanston; Dr. Franklin B. Peck, 
Indianapolis; and Dr. Caleb S. Stone Jr., Seattle. The 1954 
meeting of the Alaska Territorial Medical Association will be 
held at McKinley Park, Alaska, Aug. 15-17. Visitors from the 
States are invited to attend this meeting and to make reserva- 
tions directly with the McKinley Park Hotel. 
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GENERAL 


Rheumatology Prize.—The Health Resort Office of Acqui in 
Italy announces that the closing date of the international 
competition, under the auspices of the Italian Society for 
Rheumatology. for the Acqui award for rheumatology (THE 
JOURNAL, July 11, p. 1056) has been extended from Jan. 31 
to Feb. 28, 1954. 


Society News.—At the annual meeting in Springfield the 
American Medical Writers’ Association installed Dr. Jacob F. 
Reisch, Springfield, Ill., as president for 1954 and elected the 
following officers: president-elect, Dr. Lee van Antwerp, 
Skokie, who was also named editor; first vice-president, Dr. 
W. W. Bauer, Chicago; second vice-president, Dr. Stewart 
G. Wolf, Oklahoma City; accounting officer, Dr. Norbert C. 
Barwasser, Moline, Ill.; and secretary-treasurer, Dr. Harold 
Swanberg, Quincy, 


Meeting on Alcoholism.—The fifth International Conference 
of Doctors in Alcoholics Anonymous will be held at the May- 
flower Hotel in Akron, Ohio, May 14-16, 1954. Among the 
speakers will be Dr. Harry M. Tiebout, Greenwich, Conn., 
Dr. Arnold Z. Pfeffer, New York, chief of the Alcoholic Clinic 
at University Hospital in New York, and Seldon D. Bacon, 
Ph.D., of the Yale Foundation of Alcoholism. Information 
may be obtained from Dr. Herbert D. Chamberlain, McArthur, 
Ohio, or Doctors, care of the Mayflower Hotel, Akron, Ohio. 


Anniversary Issue Dedicated to Dr. Cannon.—The September- 
October number of Psychosomatic Medicine, the 1Sth anniver- 
sary issue of the journal of the American Psychosomatic 
Society, is dedicated to the late Dr. Walter B. Cannon, who 
joined the faculty of Harvard Medical School, Boston, in 
1899, in 1906 became head of its department of physiology, 
and in 1942 became emeritus professor of physiology. He was 
secretary of the A. M. A. Section on Pathology and Physi- 
ology, 1906-1908, and a member of the A. M. A. Council on 
Physical Therapy when it was created in 1925. 


New Radiation Journal.— Academic Press, Inc., announces the 
completion of plans for a new journal, Radiation Research, 
the official organ of the Radiation Research Society, with 
Titus C. Evans, Ph.D., State University of lowa College of 
Medicine, lowa City, as managing editor. The journal will 
publish, bimonthly, original articles dealing with all phases of 
radiation research to promote the integration of the disciplines 
of physics, chemistry, biology, and medical research as they 
are concerned with the effects of radiation on matter. The 
first issue is scheduled for release in February, 1954. Infor- 
mation about subscriptions may be obtained from Academic 
Press, Inc., 125 E. 23rd St., New York 10. 


Journal of Forensic Medicine.—With the July-September issue, 
a quarterly international medicolegal journal, Journal of 
Forensic Medicine, was launched under the sponsorship of the 
Medico-Legal Society (Johannesburg, South Africa). The first 
issue contains the following titles: “Blood Groups and Skin 
Colour,” “Identification of Skeletal Remains,” “Dentures and 
Individual Identification,’ “Sudden or Unexpected Deaths in 
Infancy,” “X-Rays as an Aid to Medico-Legal Investigation,” 
“Sudden Death with the Minimal Anatomical Findings,” 
“Estimation of Structure from the Long Bones,” and “Esti- 
mation of Age from Cranial Suture Closure.” The address of 
the publication is P. O. Box 30, Cape Town, South Africa, 
and its editor is H. A. Shapiro, Ph.D., M.B., Ch.B., F.R. 
S.S.Af. The annual subscription rate is 42 shillings (approxi- 
mately $6). 


Life Expectancy Among Diabetics.—According to the Metro- 
politan Life Insurance Company, expectation of life among 
diabetics has increased substantially as a result of progress 
in the medical contro! of the disease and the introduction of 
insulin therapy. Their analysis of the experience among many 
thousands of diabetics treated at the Joslin Clinic in Boston 
showed that (1) no less than 35% of recently deceased patients 
had lived 20 years or more after onset of the disease, (2) the 
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list of causes of death more and more resembles that among 
nondiabetics, and (3) diabetic coma was responsible for only 
1% of the recent deaths. Death from infection, likewise, had 
been reduced to minor importance in the total mortality 
among diabetics. A major proportion of the deaths was ac- 
counted for by heart disease of the coronary type; the second 
largest Cause, accounting for nearly one eighth of the deaths, 
was rerfal disease. 


Goiter Association’s Merit Award.—An anonymous gift of 
$1,000, to be awarded each year for three years, has been 
accepted by the executive council of the American Goiter 
Association. This sum shall be given to the member of the 
association under 45 years of age who has made the most 
important contributions to the knowledge and understanding 
of thyroid disease or its treatment. Candidates for the award 
are to be nominated by members of the association, who must 
submit (1) details of the nominee’s present and past positions 
and training, (2) a bibliography of the nominee’s publications, 
and (3) a full explanation of the reasons for the nomination. 
The award, which will be called the American Goiter Associ- 
ation Award of Merit, will be presented at the annual banquet. 
Two copies of nominations must be rece:ved not later than 
Feb. 1, 1954, by Dr. John C. McClintock, recording and 
corresponding secretary, 14912 Washington Ave., Albany 10, 
N.Y 


Osborne and Mendel Award.—Nominations are invited for 
the Osborne and Mendel Award of $1,000, established by the 
Nutrition Foundation, Inc. The award is given to the investi- 
gator who is judged to have made the most significant pub- 
lished contribution in the year preceding the annual meeting 
of the American Institute of Nutrition, or who has published 
a series of contempcrary papers of outstanding significance. 
Preference will be given to research workers in the United 
States and Canada, but investigators in other countries, espe- 
cially those sojourning in the United States or Canada, are 
not excluded from consideration. Membership in the institute 
is not a requirement for eligibility, and there is no limitation 
as to age. Nominations for the award, which may be made by 
anyone, should be sent before Jan. 1, 1954, together with data 
relative to the accomplishments of the nominee, to the chair- 
man of the nominating committee, Herbert E. Robinson, 
Ph.D., Research Laboratories, Swift and Company, Union 
Stock Yards, Chicago 9. 


Graduate and Postdoctoral Fellowships.—The National Science 
Foundation plans to award about 750 graduate and _ post- 
doctoral fellowships to persons planning to undertake graduate 
study in the sciences during the 1954-1955 academic year. 
Awards for graduate training will be announced March 15. 
1954, and awards for postdoctoral training, April 1. Selection 
of persons for fellowships will be made from among citizens 
of the United States, solely on the basis of ability. Awards 
are not made to persons studying for the M.D. degree, but 
applications will be accepted from students who intend to 
obtain advanced training in one of the medical sciences di- 
rected toward a career in research. Persons now in college or 
graduate school should find application forms available 
through the office of their president, dean, or department 
head. Application forms also may be requested from the 
Fellowship Office, National Research Council, 2101 Constitu- 
tion Avenue, N. W., Washington 25, D. C. 


Conference on Diathermy Equipment.—The Federal Com- 
munications Commission, Washington 25, D. C., announces 
that, at the request of the Electro-Medical Manufacturers 
Association, a conference on regulation of medical diathermy 
equipment will be held, starting at 10 a. m. on Nov. 30 at 
the commission's offices. This conference is being called to 
discuss problems relating to the enforcement of Part 18 of 
the commission's rules governing the use of medical diathermy 
equipment, which became effective on June 15, 1947, but did 
not become applicable until June 30, 1953, to medical dia- 
thermy equipment manufactured and assembled before July 1, 
1947. Part 18 now requires that all short wave medical 
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diathermy equipment be of the type approved by the com- 
mission, certified by the manufacturer or a competent engineer, 
or licensed by the commission. All interested parties are in- 
vited to attend and are requested to send written notification 
to the chief engineer of the commission signifying their inten- 
tion to be present. 


Public Welfare Conference in Chicago.—The nationa} biennial 
round-table conference of the American Public Welfare 
Association will convene at the Edgewater Beach Hotel, 
Chicago, Dec. 2-5. Round tables will include home medical 
care programs, structure and purpose of commissions on 
aging, cooperation in rehabilitation for handicapped persons, 
principles of medical and dental care programs for the needy, 
principles and problems of hospital payment, public welfare 
services to the aged, use of mental health resources, and the 
financing of hospital care for persons with low incomes. Panel 
discussions include “The Life Span” and “Current Issues in 
Social Security.” The Hon. Harold E. Stassen, director, Foreign 
Operations Administration, Washington, D. C., will address 
the luncheon meeting Thursday, 12 noon to 1:45 p. m. The 
Hon. William G. Stratton, governor, State of Illinois, will 
present greetings at the conference banquet Friday, 7 to 10 
p. m., and the Hon. Oveta Culp Hobby, secretary of health, 
education, and welfare, Washington, D. C., will deliver an 
address. John W. Tramburg, director, State Department of 
Public Welfare, Madison, Wis., will be the speaker for the 
closing general session, Saturday, 11:15 a. m. to 12:30 p. m. 


Surgical Association Meeting.—The Western Surgical Associ- 
ation will hold its annual meeting, Dec. 3-5, at the Drake 
Hotel, Chicago, under the presidency of Dr. G. Lawrence 
Chaffin, Los Angeles. Papers presented by invitation include: 
New Method for the Determination of Gallbladder Function, Lloyd A. 
Stirrett and Eric T. Yuhl, Los Angeles. 
The Spleen—A Surgical Trouble-Maker, Stephen E. Reid, Evanston, Ill. 
Use of Parasympatholytic Drugs in Treatment of Craniocerebral 
Injuries, Daniel A. Ruge, Chicago. y 
Leiomyosarcoma of the Inferior Vena Cava—Case Report, Joseph S. 
Cope, Kansas City, Mo. 
Arfonad in General Surgery, Max S. Sadove, Gordon M. Wyant, and 
Gwen Gleave, Chicago. 
By invitation 35 other speakers will participate in the pre- 
sentation of the papers scheduled. A clinical day has been 
planned Wednesday by the local committee at the Veterans 
Administration Hospital, Hines, Ill., and the Research and 
Educational Hospitals, Chicago. Dr. Chaffin will deliver the 
presidential address, “Examinations by the American Board 
of Surgery,” on Thursday. Cocktails in the French Room, 6:30 
p. m., will precede dinner in the Gold Coast Room, at which 
Dr. Willis J. Potts, Chicago, will be toastmaster. 


Van Meter Prize.—The Van Meter prize for 1953 was 
awarded to Dr. Belton A. Burrows, assistant professor, Boston 
University School of Medicine, for the essay (with Dr. Joseph 
F. Ross, associate professor of medicine), entitled “The 
Thyroidal Uptake of Stable lodine Compared with the Serum 
Concentration of Protein-Bound lodine in Normal Subjects 
and in Patients with Thyroid Disease.” Drs. Burrows and Ross 
serve as senior physician and director, respectively, of the 
racioisotope unit, Veterans Administration Hospital, Boston. 
First honorable mention was given to the essay by Dr. Sidney 
H. Ingbar, Boston, entitled “Simultaneous Measurement of 
the lodide-Concentrating and Protein-Binding Capacities of the 
Human Thyroid Gland.” Dr. Ingbar is instructor in medi- 
cine, Harvard Medical School, Boston. Second honorable 
mention was given to the essay by Dr. Jacob Robbins, New 
York, entitled “Identification of Thyroglobulin in Human 
Serum After Large Doses of I'*'.” Dr. Robbins is research 
fellow at the Sloan-Kettering Institute, clinical assistant in 
medicine at Memorial Center for Cancer and Allied Diseases, 
and instructor in medicine at Cornell University Medical 
College. 


Science Writers Association.—Ihe National Association of 
Science Writers, which was formed in 1934, announces estab- 
lishment of headquarters at 353 Fourth Ave., New York 10, 
with Miss Harriet G. Trowbridge of Popular Science Monthly 
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as administrative secretary. The association, which meets twice 
a year (during the annual meetings of the American Associ- 
ation for the Advancement of Science and the American 
Medical Association), helps to administer the annual Lasker 
awards of the Albert and Mary Lasker Foundation for out- 
standing writing on health and medicine. It assisted the 
American Heart Association in establishing the annual Howard 
W. Blakeslee memorial award, given each year to the person 
making the best contribution through a communication 
medium to public understanding of heart and blood vessel 
disease. The association is undertaking an expanded, long- 
range program to (1) encourage accurate, reliable, responsible 
and interesting science writing, (2) increase the number of 
science writers and the number of newspapers, magazines, 
news agencies, and radio and TV outlets employing them, 
(3) point out to editors that much science news is already 
among the highest readership news they can use, (4) point out 
to scientists that their cooperation with responsible newsgather- 
ers is essential if the people are to understand the directions 
in which our civilization is going, (5) aid and advise scientific 
and technical groups, and (6) enlist support for science. 


Dermatologists Meet in Chicago.—The American Academy 
of Dermatology and Syphilology will hold its annual meeting 
at the Palmer House, Chicago, Dec. 5-10, under the presidency 
of Dr. Michael H. Ebert, Chicago. Special courses will be 
given Saturday and Sunday on granulomatous dermatoses, 
nevi and neoplasms, mycology, x-ray and radium therapy, 
bacteriology and virology of the skin, research methods in 
dermatology, anatomy and embryology of the skin, and special 
problems in dermatohistopathology. Monday morning special 
lectures will be delivered on pigmentation in its various 
phases by Dr. Thomas B. Fitzpatrick and Dr. A. Bunsen 
Lerner, Portland, Ore. Monday afternoon there will be sym- 
posiums on (1) internal medical aspects of cutaneous disease, 
(2) physical and radiation therapy, and (3) mucous membrane 
lesions (to be continued Tuesday morning). A round-table 
panel on dermatitis of the hands will be conducted from 2 
to 5 p. m. Dr. Walter Bauer, Jackson professor of clinical 
medicine, Harvard Medical School, Boston, will deliver a 
special lecture, “Some Facets of Medical Education,” at 
8:30 p. m. in the grand ballroom. Symposiums on Tuesday 
include: “Physiology and Chemistry of the Skin,” “Granulomas 
(Lupus Erythematosus),” “Industrial Dermatoses,” “Bullous 
Dermatoses” (with a panel on the treatment of pemphigus), 
and “Dermatological Parasitology.” Tuesday morning a round- 
table panel on medical writing will be held in private dining 
room No. 18, Club Floor. The committee on military affairs 
will have a luncheon meeting in the secretary’s suite at 12 
noon. Tuesday afternoon there will be a panel on the diag- 
nosis and treatment of cutaneous malignancy in the grand 
ballroom and a round-tab!< panel on techniques in the appli- 
cation of x-ray and radium in private dining rooms no. 15 
and 16, Club Floor. Dr. Harry Goldblatt, director of labora- 
tories and research, Mount Sinai Hospital, Cleveland, will 
deliver a special lecture, “The Experimental Induction of 
Malignancy,” in the grand ballroom at 8:30 p. m. Wednesday 
symposiums include: “Syphilis,” “History of Dermatology” (to 
be followed by round-table discussion on the influence of the 
British School of Dermatology on American and world 
dermatology), “Miscellaneous Dermatoses,” “Surgical Manage- 
ment of Dermatologic Lesions,” and “Cutaneous Allergy,” 
which will include a panel on cosmetics in which Veronica L. 
Conley, M.N., Assistant Secretary, A. M. A. Committee on 
Cosmetics, will present “The Functions and Views of the 
Committee on Cosmetics of the American Medical Associ- 
ation.” 


FOREIGN 

Institute for Research on Infertility——The Municipal Hospital 
Hadassah in Tel-Aviv, Israel, has established an institute for 
research and treatment of infertility as a subunit of the 
gynecologic and obstetric department. 
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Dr. Carrell Honored.—Dr. Russell C. Carrell, medical direc- 
tor, Lago Oil and Transport Co., Ltd., San Nicholas, Aruba, 
N.W.1, was recently honored by Queen Juliana of the Nether- 
lands, who appointed him Officer in the Order of Orange 
Nassau in recognition of his work toward improvement of the 
health of the Aruban population. 


Society News.—The second annual meeting of the Persian 
Gulf Medical Society. will be held at Dhahran, Saudi Arabia, 
Dec. 2-3 under the chairmanship of Dr. Neal J. Conan Jr., 
head, department of internal medicine, Arabian American Oil 
Company, Dhahran. Diseases endemic to the Persian gulf 
area will be discussed. 


Cruise Congress in the Adriatic—The International Congress 
of Hydrotherapy and Thalassotherapy, May 8-16, 1954, will 
be held on a ship that will travel up the Adriatic coast. The 
congress will have its headquarters in Dubrovnik, Yugoslavia. 
Among the topics to be considered are bioclimatic factors in 
thalassotherapy, significance of thalassotherapy in modern 
treatment of osteoarticular tuberculosis, significance of hydro- 
climatic treatment in rheumatic diseases, in diseases of the 
respiratory tract, and hypertensive diseases, and analytical 
methods in the examination of mineral waters. Persons wishing 
to participate in the congress should register before Dec. 31. 
The fee is $10. Further information may be obtained from 
Prof. Cedomil Plavsic, Beograd, Yugoslavia, Zeleni venac 1}. 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, $35 North 
Dearborn St., Chicago 10, Secretary. 
1953 Clinical Meeting, St. Louis, Dec 1-4. 
1954 Annual Meeting, San Francisco, June 21-25. 
1954 Clinical Meeting, Miami, Florida, Nov. 30-Dec. 3. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. @ 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 


AMERICAN ACADEMY OF DERMATOLOGY AND SyPHILOLOGY, Palmer House, 
Chicago, Dec. 5-10. Dr. John E. Rauschkolb, P. O. Box 6565, Cleve- 
land 1, Secretary. 

AMERICAN ACADEMY OF OBSTETRICS AND GYNECOLOGY, Netherland Plaza 
Hotel, Cincinnati, Dec. 14-16. Dr. C. Paul Hodgkinson, 116 South 
Michigan Blvd., Chicago 3, Secretary. 

AMERICAN FEDERATION FOR CLINICAL RESEARCH, Eastern Section, Amphi- 
theater, Children’s Medical Center, Boston, Jan. 4. Dr. Walter Judson, 
Evans Memorial Hospital, Boston, Chairman. 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY: 

EASTERN Section, Waldorf-Astoria, New York, Jan. 8. Dr. Francis W. 
Davison, Danville, Pa., Chairman. 

MiIppDLE Section, Park Plaza Hotel, St. Louis, Jan. 18. Dr. Ralph J, 
McQuiston, 20 North Meridian St., Indianapolis 4, Chairman. 

SOUTHERN SECTION, Brown Hotel, Louisville, Ky., Jan. 16. Dr. Lester A. 
Brown, 490 Peachtree St., N.E., Atlanta 3, Ga., Chairman. 

AMERICAN SOCIETY FOR SURGERY OF THE HAND, Palmer House, Chicago, 
Jan. 22. Dr. George V. Webster, 960 East Green St., Pasadena 1, 
Calif., Qecretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENIAL DISEASES, Hotel 
Roosevelt, New York, Dec, 11-12. Dr. Clarence C. Hare, 710 West 
168th St.. New York 32, Secretary. 

RADIOLOGICAL SOCIETY OF NORTH AMERICA, Palmer House, Chicago, Dec. 
13-18. Dr. Donald S. Childs, 713 East Genesee St., Syracuse 2, N. Y., 
Secretary. 


REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

EASTERN PENNSYLVANIA, Philade!phia, Jan. 15. Dr. Thomas M. McMillan, 
330 S. Ninth St., Philadelphia 7, Governor. 

Micuican, H. H. Rackham Auditorium, Ann Arbor, Dec. §. Dr. H. 
Marvin Pollard, 1313 East Ann St., Ann Arbor, Governor. 

NortH Carona, Chapel Hill, Dec. 3. Dr. Elbert L. Persons, Duke 
Hospital, Durham, Governor. 

SOUTHERN SURGICAL ASSOCIATION, The Homestead, Hot Springs, Va., 
Dec. 8-10. Dr. John C. Burch, 2112 West End Ave., Nashville 5, Tenn., 
Secretary. 

WESTERN SurGICAL Association, The Drake, Chicago, Dec. 3-5. Dr. 
Michael Mason, 154 East Erie St., Chicago 11, Secretary. 
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ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln's Inn Fields, 
London W.C.2, England, Honorary Secretary. 

British MepicaL Association, Glasgow, Scotland, July 1-9, 1954. Dr. 
A. Macrae, B.M.A. House, Tavistock Square, London, W.C.1, England, 
Secretary. 

CANADIAN MEDICAL ASSOCIATION, Vancouver, B. C., Canada, June 18-22, 
1954, Dr. T. C. Routley, 135 St. Clair Ave. W., Toronto 5, Ont., Canada, 
General Secretary. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
ness, New York, N. Y., U. S. A., Sept. 12-17, 1954. Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 

CONGRESS OF INTERNATIONAL SOCIETY OF SurGERY, Paris, France, May 
21-22, 1954. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, 
General Secretary. 

FRENCH MEDICAL CONGRESS OF FRENCH SPEAKING COUNTRIES IN THE 
CARIBBEAN, Port-au-Prince, Haiti, Dec. 15-21. For information write: 
Dr. Constant Pierre-Louis, School of Medicine, Port-au-Prince, Haiti. 

INILRNATIONAL CANCER CONGRESS, Sao Paulo, Brazil, July 23-29, 1954. 


Prof. A. Prudente, 171 rua Benjamin Constante, Sao Paulo, Brazil, 
President, 


INIERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 15-19, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 

INTERNATIONAL CONGRESS ON CHILD PsycHiatry, University of Toronto, 
Toronto, Ontario, Canada, Aug. 13-14, 1954. Miss Helen Speyer, Inter- 
national Association for Child Psychiatry, 1790 Broadway, New York 
19, New York, U. S. A., Executive Officer. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, Washington Uni- 
versity School of Medicine, St. Louis 10, Missouri, U. S. A., Chairman, 
Committee on Arrangements. 


INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain. 
Oct. 4-8, 1954 Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Illinois, Executive Secretary. 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 


INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 fue d’Assas, Paris 6°, France, Secretary. 


INTERNATIONAL CONGRESS OF THE HisTORY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria XIV 
Congresso Internazionale di Storia della Medicina, Instituto di’ Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HYDROCLIMATISM AND THALASSOTHERAPY, 
Dubrovnik, Yugoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni venac 
1, Belgrade, Yugoslavia, Secretary General. 


INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee, 


INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 


INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sao 
Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 
Drive, Chicago. Illinois, U. S. A., Secretary-General. 


INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 


INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
14-18, 1954. For information write: Dr. M. van Eekelen, Centraal 
Instituut voor Voedingsonderzoek T.N.O., 61 Catharynesingel, Utrecht, 
Netherlands. 


INTERNATIONAL CONGRESS ON OBSTETRICS AND GYNECOLOGY, Geneva, Switz- 
erland, July 26-31, 1954. Dr H. de Watteville, Maternité Hopital 
Cantonal, Geneva, Switzerland, President. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 10-1], 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-14-1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minnesota, U. S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeld, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
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INTERNATIONAL CONGRESS FOR PsyCHOTHERAPY, Zurich, Switzerland, July 
21-24, 1954. Dr. H. K. Fierz, Theaterstrasse 12, Zurich 1, Switzerland, 
Secretary General. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Rome, Italy, Sept. 6-10, 1954. 
Mr. Stanley E. Henwood, 120 Broadway, New York 5, N. Y., U. S. A., 
Executive Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954, For information write: Colonel Julliard, Societe Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SociETY FoR CELL BrotoGy, Leiden, Netherlands, Sept. 2-9, 
1954, Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PatTHoLoGy, Washington, D. C., 
'. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basle, Switzerland, Secretary-General. 

JOURNEES Meprcates, Paris, France, April 21-25, 1954. For information 
write: Secretariat of the Journees, 12, rue Pierre-Geofroix, Colombes 
(Seine) France. 

LATIN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY, Caracas, Venezuela, 
Feb. 21-25, 1954. Dr. Victorino Marquez Reveron, Centro, Medico, 
Caracas, Venezuela, Secretary-General. 

LATIN AMERICAN CONGRESS OF PHYSICAL Mepicine, Medellin, Columbia, 
South America, Feb. 15-20, 1954. Dr. Cassius Lopez de Victoria, 176 
East 7ist St.. New York 21, N. Y., U. S. A., Executive Director. 

PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GoLocy, Mexico, D.F., Mexico, Feb. 28-March 4, 1954. Dr. Pedro 
Hernandez Gonzalo, 8 No, 358, Vedado, Havana, Cuba, General 
Secretary. 

PAN AMERICAN MEDICAL ASSOCIATION, International Medical Cruise Con- 
gress, S. S. Nieuw Amsterdam, Jan. 6-22, 1954. Dr. Joseph J. Eller, 
745 Fifth Avenue, New York 22, N. Y., U. S. A., Executive Director. 

PaN-Pacreic SURGICAL CONGRESS, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bldg., Honolulu 13, Hawaii, Director 
General. 

PERSIAN GULP Mepicat Society, Dhahran, Saudi Arabia, Dec. 7-8. Dr. 
N. J. Conan Jr., Department of Internal Medicine, Arabian American 
Oil Company, Dhahran, Saudi Arabia, Secretary. 

SECTIONAL MEETING, AMERICAN COLLEGE OF SURGEONS, London, England, 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
U. S. A., Secretary. 

SOUTH AMERICAN CONGRESS OP ANGIOLOGY, Sao Paulo, Brazil, July 1954. 
For information write: Dr. Rubens Carlos Mayall, Rua Senador Ver- 
gueiro 73, Rio de Janeiro, Brazil, S. A. 

Wortp CONGRESS OF CARDIOLOGY, Washington, D. C., and Bethesda, Md., 
U. S. A., Sept. 12-17, 1954. Dr. L. W. Gorham, 44 Easi 23d St., New 
York 10, N. Y., U. S. A., Secretary-General. 

Wortp CONGRESS OF INTERNATIONAL SOCIETY FOR ‘THE WELFARE OF 
CrippLes, The Hague, Netherlands, Sept. 13-17, 1954. For information 
write: D. C. Schaap, Centrale Vereniging, Apeldoorschweg 51, Arnhem, 
Netherlands. 

WortD FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland, 
August 17, 1954. 

WortpD MEDICAL AssociaTiON, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr. 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., 
Secretary-General. 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination, Montgomery, June 22-24, 1954. Sec., Dr. D. G. 
Gill, 537 Dexter Ave., Montgomery. 

COLORADO:* Examination. Denver, Dec. 15-16. Final date for filing 
application was Nov. 14. Endorsement. Denver, Jan. 12. Final date for 
filing application is Dec. 12. Executive Secretary, Miss Beulah H. 
Hudgens, 831 Republic Bidg., Denver 2. 

DELAWARE: Dover, Jan. 12-14, 1954. Sec., Dr. Joseph S. McDaniel, 229 
South State St., Dover. 

District of Co_umBia:* Reciprocity. Washington, Dec. 14. Sec., Dr. 
Danie! L. Seckinger, 1740 Massachusetts Ave., N.W., Washington. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Director of Medical Services, Guam 
Memorial Hospital, Agana. 

Hawau: Honolulu, Jan. 11-14. Examination. Sec., Dr. I. L. Tilden, 1020 
Kapiolani St., Honolulu. 

IDAHO: Boise, Jan. 11-13, 1954. Executive Secretary, Mr. Armand L. 
Bird, 364 Sonna Bidg., Boise. 
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ILLINOIS: Examination and Reciprocity. Chicago, Jan. 26-28. Supt. of 
Registration, Mr. Fredric B. Selcke, Capitol Bldg., Springfield. 

INDIANA: Examination. Indianapolis, June 16-18. Exec. Sec., Miss Ruth V. 
Kirk, 538 K of P Bidg., Indianapolis. 

MASSACHUSETTS: Examination. Boston, Jan. 12-15. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston 33. 

MICHIGAN:* Examination. Detroit and Ann Arbor, June 1954. Sec., Dr. 
J. Earl McIntyre, 202-4 Hollister Bldg., Lansing 8. 

Mississippi: Reciprocity. Jackson, December. Assistant Secretary, Dr. R. 
Whitfield, Old Capitol, Jackson 113. 

MONTANA: Reciprocity. Helena, April 5. Examination. Helena, April 6-7. 
Sec., Dr. S. A. Cooney, 214 Power Block, Helena. 

NepRasKA:* Examination. Omaha, June 1954. Director, Mr. Husted K. 
Watson, 1009 State Capitol Bldg., Lincoln. 

NEVADA:* Examination and Reciprocity. Reno, Jan. 6. Sec., Dr. George 
H. Ross, 112 Curry St., Carson City. 

New HAMPSHIRE: Examination and Reciprocity. Concord, March 10. Sec., 
Dr. John S. Wheeler, 107 State House, Concord. 

New Mexico:* Examination and Reciprocity. Santa Fe, April 12-13. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

New York: Examination, Albany, Buffalo, Syracuse and New York City, 
Feb. 16-19. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., Albany. 

NortH Carona: Reciprocity. Winston-Salem, Jan. 18. Sec., Dr. Joseph 
J. Combs, 716 Professional Bldg., Raleigh. 

NortH Dakota: Examination. Grand Forks, Jan. 6-9, 1954. Reciprocity. 
Grand Forks, Jan. 9. Sec., Dr. C. J. Glaspel, Grafton. 

Ouxn10: Examination. Columbus, Dec. 17-19. Sec., Dr. H. M. Platter, 21 
W. Broad St., Columbus 15. 

OKLAHOMA:* Examination. Oklahoma City, June 9-10. Sec., Dr. Clinton 
Gailaher, 813 Braniff Bidg., Oklahoma City. 

OREGON:* Examination. Portland, Jan. 4-5. Reciprocity. Portland, Jan. 
14-16. Sec., Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland. 

PENNSYLVANIA: Examination. Philadelphia, January 1954. Acting Secretary, 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

RHODE IsSLAND:* Examination. Providence, Jan. 7-8. Admin. of Pro- 
fessional Regulation, Mr. Thomas B. Casey, 366 State Office Bldg., 
Providence. 

SoutH Daxota:* Examination. Sioux Falls, Jan. 19-26, 1954. Reciprocity 
can be obtained at any time between meetings of board. Executive 
Secretary, Mr. John C. Foster, 300 First National Bank Bldg., Sioux 
Falls. 

TENNESSEE:* Examination. Memphis, Dec. 16-17. Sec., Lr. H. W. Qualls, 
1635 Exchange Bldg., Memphis. 

VERMONT: Examination. Burlington, Feb. 1954. Sec., Dr. F. J. Lawliss, 
Richford. 

WASHINGION:* Examination, Seattle, Jan, 10-13, Reciprocity. Seattle, Jan. 
10. Sec., Mr. Edward C. Dohm, Department of Licenses, Olympia. 

West VIRGINIA: Examination and Reciprocity. Charleston, Jan. 11-13. 
Sec., Dr. N. H. Dyer, State Office Bldg., Charleston 5. 

WISCONSIN: * Examination and Reciprocity. Madison, Jan. 12-14, 1954. Sec., 
Dr. A. G. Koehler, 46 Washington Bivd., Oshkosh. 

WYOMING: Oral Examination and Reciprocity. Cheyenne, Feb. 1. Sec., Dr. 
Franklin D. Yoder, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ALASKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 

ARIZONA: Examination. Tucson, Dec. 15. Sec., Mr. H. D. Rhodes, Uni- 
versity of Arizona, Tucson. 

CONNECTICUT: Examination. New Haven, Feb. 13. Address: State Board of 
Healing Arts, 52 Whitney Ave., New Haven 10. 

lowa: Examination. Des Moines, Jan. 12. Sec., Dr. Ben H. Peterson, Coe 
College, Cedar Rapids. 

MICHIGAN: Examination. Detroit and Ann Arbor, Feb. 12-13. Sec., Mrs. 
Anne Baker, 410 W. Allegan St., Lansing 15. 

MINNESOTA: Examination. Minneapolis, Jan. 5-6. Sec., Dr. Raymond N. 
Bieter, 105 Millard Hall, Minneapolis 14. 

NEVADA: Examination. Reno, Jan. 5. Sec., Dr. Donald G. Cooney, Box 
9005, University of Nevada, Reno. 

New Mexico: Examination. Santa Fe, Jan. 17. Sec., Miss Marguerite K. 
Cantrell, Box 1522, Santa Fe. 

OKLAHOMA: Examination. Oklahoma City, April 16-17. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bldg., Oklahoma City. 

OrEGON: Examination. Portland, March 6, June 5, Sept. 11 and Dec. 4. 
Sec., Mr. Charles D. Byrne, State Board of Higher Education, Eugene. 

TENNESSEE: Examination. Memphis, Dec. 30-31. Sec., Dr. O. W. Hyman, 
$74 Union Ave., Memphis 3. 

Texas: Examination. April 1954. Location determined by number of 
applicants from different sections of the state. Sec., Brother Raphael 
Wilson, C.S.C., 407 Perry-Brooke Bidg., Austin. 

WASHINGTON: Examination. Seattle, Jan. 6-7. Sec., Mr. Edward C,. Dohm, 
Department of Licenses, Olympia. 

WISCONSIN; Examination, Madison, April 3. Final date for filing appli- 
cation is March 26. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 
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DEATHS 


Halford, Francis John ® Honolulu, Hawaii; born in Cherokee, 
lowa, Feb. 11, 1902; University of Pennsylvania School of 
Medicine, Philadelphia, 1926; in 1950 first vice-president of 
the Pan Pacific Surgical Association; member of the House of 
Delegates of the American Medical Association in 1946 and 
in 1948; past president of the Honolulu County Medical 
Society; chief of National Board of Medical Examiners for 
the Territory of Hawaii; president of the library board of 
governors, Honolulu County Medical Library 1947-1948 and 
in 1950; formerly secretary of the Hawaii Territorial Medi- 
cal Association; member of the American Association for 
the Study of Trauma, Industrial Medical Association, Ameri- 
can Public Health Association, American Society for the 
Study of Sterility, and the Honolulu Surgical Society; fellow 
of the American College of Surgeons; medical director of the 
Kamehameha Schools for Boys and Girls, 1929-1949; on the 
visiting staff, Queen’s Hospital; on the courtesy staff, Kapiolani 
Maternity and Gynecological Hospital, Kauikeolani Children’s 
Hospital, and St. Francis Hospital; died in San Francisco 
Oct. 1, aged 51, of heart disease. 


Overton, Frank ® East Patchogue, N. Y.; born in Bellport, 
N. Y., Dec. 29, 1867; College of Physicians and Surgeons, 
medical department of Columbia University, New York, 1893; 
past president of the Suffolk County Medical Society, of which 
he was secretary from 1902 to 1925; past president of the 
Associated Physicians of Long Island and the New York 
State Health Officers Association; served during World War I; 
for many years health officer of the town of Brookhaven and 
the village of Patchogue; district state health officer for Long 
Island from 1914 to 1923; formerly editor of the New Jersey 
State Journal of Medicine, New York State Journal of Medi- 
cine, and the Long Island Medical Journal; joint author of 
“Health Officer”; in 1917 received the degree of doctor of 
public health from New York University and in 1919 an 
honorary degree of doctor of science, Lafayette College, 
Easton, Pa.; clerk of the Patchogue Congregational Church 
and wrote a history of the church that was published a few 
years ago: died in the Pilgrim State Hospital in Brentwood 
Oct. 10, aged 85, of arteriosclerosis. 


Crosby, Edward Harding © Hartford, Conn.; born in Hartford, 
March 27, 1901; Yale University School of Medicine, New 
Haven, 1928; certified by the National Board of Medical 
Examiners; specialist certified by the American Board of 
Orthopaedic Surgery; member of the American Academy of 
Orthopaedic Surgeons; fellow of the American College of Sur- 
geons; served during World War II; formerly a member of the 
board of the State Board of Examiners for Physiotherapy 
Technicians; orthopedic surgeon, J. J. McCook Memorial 
Hospital; member of the orthopedic staff, Hartford Dispensary; 
chief of orthopedic surgery, State of Connecticut Veterans’ 
Home and Hospital, Rocky Hill; assistant in orthopedic sur- 
gery, St. Francis Hospital in Hartford and Newington (Conn.) 
Home and Hospital for Crippled Children; consultant, ortho- 
pedic staff, Litchfield County Hospital in Winsted; died Sept. 
14, aged 52. 


McLean, Isaac William, Charlotte, N. C.; born in Charlotte, 
N. C., Nov. 15, 1880; Baltimore Medical College, 1907; 
physician and surgeon of the Isthmian Canal Commission, 
Panama Canal Zone, from 1908 to 1912; surgeon in charge 
of the United Fruit Hospital in Panama from 1913 to 1918; 
served in the medical corps of the U, S. Army, 1918-1919, 
and from 1919 to 1943 was superintendent of the medical 
department, United Fruit Company Hospital, Kingston, 
Jamaica, British West Indies, where he was on the staff of 
St. Joseph Sanitarium and the Kingston General Hospital; 
died in Presbyterian Hospital Sept. 20, aged 72, of heart 
disease. 


® Indicates Member of the American Medical Association. 


Brown, Alexander Gustavus Jr. # Richmond, Va.; born in 
Ashland, Va., Aug. 31, 1873: University College of Medicine, 
Richmond, 1898; specialist certified by the American Board 
of Internal Medicine: fellow of the American College of 
Physicians; formerly on the faculty of the Medical College 
of Virginia; past president of the Richmond Academy of 
Medicine; served on the staffs of the Medical College of 
Virginia, Hospital Division, and Stuart Circle Hospital, of 
which he was president; for many years editor of the Virginia 
Medical Monthly; died Sept. 16, aged 80, of cerebral hemor- 
rhage. 


Goldsmith, Norman Robin ® Lancaster, Pa.: born in Pitts- 
burgh June 15, 1907; University of Pennsylvania School of 
Medicine, Philadelphia, 1931; specialist certified by the 
American Board of Dermatology and Syphilology; member 
of the American Academy of Dermatology and Syphilology 
and the American Public Health Association; during World 
War II acting assistant surgeon in the dermatoses investigations 
section, U. S. Public Health Service; affiliated with St. Joseph's 
Hospital; author of a mystery novel; formerly associate editor 
of the Pitis‘urgh Medical Bulletin; died Oct. 8, aged 46, of 
multiple sclerosis. 


Apking, Albert Carl, Chicago; Bennett Medical College, 
Chicago, 1912; charter member of the Garfield Park Com- 
munity Hospital staff; died Oct. 24, aged 72. 


Barr, Frank Ellis, Starkville, Miss.; University of Virginia 
Department of Medicine, Charlottesville, 1908: served during 
World War I; died Oct. 3, aged 68. 


Beattie, Joseph Hoyt ® Dobbs Ferry, N. Y.; New York 
Homeopathic Medical College and Hospital, New York, 
1902; served during World War Il; member of the Association 
of Military Surgeons of the United States; affiliated with Dobbs 
Ferry Hospital, of which he was past president: died at sea 
aboard the liner Mauretania while en route to Europe Aug. 
16, aged 73, of coronary thrombosis. 


Blood, Hiram Isaac, Corning, Ark.; Eclectic Medical College, 
Cincinnati, 1914; died while on a train station platform 
Sept. 19, aged 74, as the result of a skull fracture received 
when he was hit by a mail sack tossed trom a train. 


Bosworth, Ralph Lyman, Corvallis, Ore.; University of Colo- 
rado School of Medicine, Denver, 1912; fellow of the Ameri- 
can College of Surgeons: on the honorary staff of the Good 
Samaritan Hospital; died Sept. 14, aged 63, of cerebral 
hemorrhage. 


Brody, Myer, Cleveland; Jefferson Medical College of Phila- 
delphia, 1904; affiliated with Mount Sinai Hospital: died Sept. 
5, aged 70, of coronary thrombosis. 


Brown, Archie Lee ® Salt Lake City; Jefferson Medical 
College of Philadelphia, 1908; for many years affiliated with 
Dr. W. H. Groves Latter-Day Saints Hospital; president and 
director of the State Savings and Loan Association of Salt 
Lake City; died Sept. 19, aged 69, of carcinoma of the colon. 


Chapman, Walter Irving Jr. ® Bayonne, N. J.; Cornef Univer- 
sity Medical College, New York, 1934; specialist certified by 
the American Board of Surgery; served during World War I; 
affiliated with Jersey City Medical Center and St. Francis 
Hospital in Jersey City and Bayonne Hospital; died in the 
Baker Pavilion of New York Hospital Sept. 27, aged 43, of 
glioma. 


Crabb, George Melville ® Mason City, lowa; Rush Medicai 
College, Chicago, 1910; member of the House of Delegates 
of the American Medical Association in 1919; member of the 
Industrial Medical Association; fellow of the American College 
of Surgeons; past president of the Cerro Gordo County 
Medical Society; for many years member and president of the 
school board; affiliated with Park Hospital; a trustee of 
Grinnell (lowa) College; died Sept. 16, aged 70. 
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Dale, Peter Hoffer ® State College, Pa.; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1907; member 
of the House of Delegates of the American Medical Associ- 
ation in 1946; an associate of the American College of 
Physicians; served in France during World War I; affiliated 
with Centre County Hospital in Bellefonte, where he died 
Aug. 15, aged 75, of coronary occlusion. 


Davenport, Charles Albert ® Newton, Mass.; Harvard Medical 
School, Boston, 1894; on the courtesy staff of Newton-Welles- 
ley Hospital in Newton Lower Falls; died Sept. 28, aged 8&7, 
of myocardial degeneration. 


Dotson, Charles Harvey, Danville, Ark.; Kansas City College 
of Medicine and Surgery, Kansas City, Mo., 1924; St. Louis 
College of Physicians and Surgeons, 1926; died in Arkansas 
Tuberculosis Sanatorium in State Sanatorium Sept. 23, aged 
65, of tuberculosis. 


Duden, William Robert, Palo Alto, Calif.; University of 
Rochester School of Medicine and Dentistry, Rochester, N. Y., 
1939; formerly affiliated with the Palo Alto Hospital; died 
in Detroit, Mich., Sept. 23, aged 44. of congestive heart 
failure. 

Gahagan, Wiley W. ® Coushatta, La.; Memphis (Tenn.) 
Hospital Medical College, 1911; died Sept. 15, aged 72, of 
acute myelogenous leukemia. 


Goldschmidt, Myer ® New Britain, Conn.; Medical College 
of Virginia, Richmond, 1938; served as a battalion surgeon 
with the Third Army in Europe during World War Il and 
was awarded the Bronze Star and five battle stars; affiliated 
with New Britain General Hospital and New Britain Memorial 
Hospital, where he was president of the staff from 1948 to 
1950; died June 5, aged 42, of myocardial infarction. 


Greenwalt, Kenneth E., Canton, Ohio; Ohio State University 
College of Medicine, Columbus, 1929; on the courtesy staff 
of Mercy Hospital; on the staff of the Aultman Hospital, 
where he died Sept. 24, aged 49, of astrocytoma of the brain. 


Gunn, John William, Watervliet, Mich.; Louisville (Ky.) 
Medical College, 1894; died in Kalamazoo Oct. 2, aged 83. 


Haynes, Charles Elmer ® New York City; University of 
Oklahoma School of Medicine, Oklahoma City, 1915; affiliated 
with Woman’s, Fordham, and St. John’s hospitals and Union 
Hospital, where he died Sept. 28, aged 64, of coronary 
thrombosis. 


Heichler, Joseph ® New York City; Medizinische Fakultit 
der Universitat, Vienna, Austria, 1913; died in the Bronx 
Hospital Sept. 12, aged 69, of heart disease. 


Hemminger, John Ross © Somerset, Pa.; University College 
of Medicine, Richmond, 1901; past president of the Somerset 
County Medical Society; during World War II affiliated with 
Veterans Administration Hospital in Hines, Ill.; died Aug. 27, 
aged 77, of bronchopneumonia. 


Herring, Harold Mandeville ® Mount Vernon, N. Y.; Colum- 
bia University College of Physicians and Surgeons, New 
York, 1912; specialist certified by the American Board of 
Physical Medicine and Rehabilitation; member of the Ameri- 
can Society of Physical Medicine; affiliated with Lawrence 
Hospital in Bronxville, United Hospital, Port Chester, and 
Tarrytown (N. Y.) Hospital; died Oct. 8, aged 65, of coronary 
thrombosis. 


Jonez, Hinton Denny ® Tacoma, Wash.; University of Oregon 
Medical School, Portland, 1913; member of the American 
College of Allergists and the American Academy of General 
Practice; medical director of the multiple sclerosis clinic at 
St. Joseph Hospital; died Oct. 11, aged 63. 


Jordan, Thomas Scott ® Magnolia, Ark. (licensed in Arkansas 
in 1903); died in the Physicians and Surgeons Hospital, 
Shreveport, La., Sept. 24, aged 79, of pulmonary embolism. 


Kenney, Joseph Raymond ® Pittsburgh; Rush Medical College, 
Chicago, 1930; served during World War Il; on the staff of 
the Westinghouse Electric Corporation; died in St. Joseph's 
Hospital Sept. 21, aged 56, of acute coronary occlusion. 
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Landauer, Seward L., Little Rock, Ark.; Rush Medical Col- 
lege, Chicago, 1901; died Oct. 3, aged 77, of concussion of 
the brain as the result of a fall. 


Lilien, Adolph Abraham ® New York City; Medizinische 
Fakultaét der Universitat, Vienna, Austria, 1917; affiliated with 
Mount Sinai Hospital; died Sept. 13, aged 65. 


Malone, Franklin Jefferson * Clarksville, Tenn.; University 
of Tennessee College of Medicine, Memphis, 1923; served 
during World War 1; member of the American Public Health 
Association; for 29 years with the Tennessee State Health 
Department as health director for Clarksville and Mont- 
gomery County; died Sept. 7, aged 61, of arteriosclerotic heart 
disease and auricular fibrillation. 


Moloney, Bernard Aloysius ® Upper Sandusky, Ohio; Starling 
Medical College, Columbus, 1907; died Oct. 6, aged 71. 


Nelson, Kenneth Oliver, Chicago; University of Chicago 
School of Medicine, Chicago, 1947; served during World 
War II; resident in surgery at St. Luke’s Hospital; died in the 
Evanston (Ill.) Hospital Oct. 24, aged 30. 


O'Connell, John Patrick # Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1906; for many years chief medical examiner of the 
Chicago Civil Service Commission; past president of the Inter- 
national Association of Police and Fire Surgeons and Medical 
Directors of Civil Service Commissions; died Oct. 20, aged 
69, of acute myocardial infarction. 


O’Hara, James Francis Jr. ® Canton, Ohio; University of 
Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1940; affiliated with Mercy Hospital; died 
in Cleveland Oct. 11, aged 38. 


Painton, Henry McDonald, Rockville Centre, N. Y.; Long 
Island College Hospital, Brooklyn, 1923; served overseas 
during World War | and was awarded the Croix de Guerre: 
affiliated with Meadowbrook Hospital in Hempstead, South 
Nassau Hospital, and the Mercy Hospital, where he died 
Oct. 6, aged 55, of cerebral hemorrhage. 


Patton, Benjamin Franklin, Terre Haute, Ind.; Physio-Medical 
College of Indiana, Indianapolis, 1903; died in St. Anthony 
Hospital Sept. 28, aged 86, of general arteriosclerosis and 
cerebral thrombosis. 


Patton, James Elmer ® Cambridge, Ohio: Starling Medical 
College, Columbus, 1903; died Oct. 7, aged 79, of cerebral 
hemorrhage. 


Paulsen, Niels Peter # Logan, Utah; Rush Medical College, 
Chicago, 1907; formerly an officer in the regular U. S. Army; 
at one time on the staffs of the Good Samaritan and St. 
Vincent’s hospitals in Portland, Ore.; affiliated with Latter 
Day Saints Hospital; died Oct. 9, aged 69, of carcinoma of 
the pancreas. 


Pearlman, S. Joseph ® Miami Beach, Fla.; Fordham Univer- 
sity School of Medicine, New York, 1919; specialist certified 
by the American Board of Urology; member of the American 
Urological Association; served overseas during World War Il 
and received the Bronze Star; on the staffs of the Mercy and 
Victoria hospitals in Miami and Mount Sinai Hospital; died 
in the Long Island College Hospital in Brooklyn Oct. 6, 
aged 57, of acute yellow atrophy of the liver. 


Ramsey, Oscar Lee ® Gretna, Va.; University College of 
Medicine, Richmond, 1905; in March, 1946, was proclaimed 
the outstanding citizen of Pittsylvania County by the Lions 
Club of Chatham; for many years president of the Peoples 
Bank of Gretna; died in the University of Virginia Hospital 
in Charlottesville Oct. 1, aged 79, of carcinoma of the bladder 
and uremia. 


Redditt, George Irby ® McCarley, Miss.; Medical Department 
of Tulane University of Louisiana, New Orleans, 1889; died 
in Morgan City Oct. 1, aged 90. 

Robinson, Schuyler C., Liberty, Tenn.; Chattanooga (Tenn.) 
Medical College, 1900; died in the Martha Gaston Hospital, 
Lebanon, Sept. 26, aged 78. 
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Sargent, William Henry, Oakland, Calif.: Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1905; specialist 
certified by the American Board of Radiology; member of 
the Radiological Society of North America, American College 
of Radiology, and the American Radium Society; affiliated 
with Samuel Merritt Hospital and Children’s Hospital of the 
East Bay; died July 29, aged 71, of acute myocardial in- 
farction, 


Schmitz, Henry Charles # Des Moines, lowa; Jefferson Medi- 
cal College of Philadelphia, 1912: an associate on the staffs 
of lowa Lutheran, lowa Methodist, and Broadlawns General 
hospitals; on the staff of the Mercy Hospital, where he died 
Sept. 27, aged 70. 


Schon, Edward ® Lynn, Mass.; College of Physicians and 
Surgeons, Boston, 1912; for many years school physician; 
served on the board of trustees of the Lynn Public Library; 
died in the Lynn Hospital Oct. 1, aged 64. 


Scott, Paul Newton ® Lebanon, Ore.; University of Colorado 
School of Medicine, Denver, 1942; served during World War 
Il; died Sept. 23, aged 38, of acute coronary occlusion. 


Sheppard, Dempsey Orville © Barnesville, Ohio; Starling 
Medical College, Columbus, 1897; past president of the 
Belmont County Medical Society; served during World War I; 
affiliated with Barnesville Hospital, where he died Sept. 30, 
aged &6. 


Snell, N. Russell ® Chicago: Loyola University School of 
Medicine, Chicago, 1921: died in Hollywood, Fla., Oct. 22, 
aged 63. 


Sours, Burton Osmond ® Akron, Ohio; Ohio State University 
College of Medicine, Columbus, 1927; affiliated with People’s 
Hospital, where he died Sept. 24, aged 60, of Alzheimer’s 
disease and carcinoma of the rectum. 


Sterrett, John Kennedy, Mount Vernon, N. Y.; Western Penn- 
sylvania Medical College, Pittsburgh, 1891; died in the Mount 
Vernon Hospital Oct. 11, aged 84. 


Stevens, George Michael © Los Angeles; Rush Medical Col- 
lege, Chicago, 1894; member of the American Public Health 
Association; formerly epidemiologist for the city health 
department; died in the Hollywood Presbyterian Hospital 
Sept. 22, aged 83, of abscess of right lung, pulmonary in- 
farction, varicose veins, and ruptured appendix. 


-Storz, Christian, Toledo, Ohio; Detroit College of Medicine, 
1891; died June 25, aged 89. 


Swayne, Jap F. ® Indianapolis; Indiana University School of 
Medicine, Indianapolis, 1913; served during World War 1; 
died in the Passavant Memorial Hospital in Chicago Oct. 7, 
aged 66, of acute anterior myocardial infarction and coronary 
sclerosis. 


Taber, Martin Emerald # Dallas, Texas; Marion-Sims College 
of Medicine, St. Louis, 1898; an Associate Fellow of the 
American Medical Association; specialist certified by the 
American Board of Otolaryngology; died Aug. 24, aged 78. 


Taylor, Leland Harris ® Oakland, Calif.; Harvard Medical 
School, Boston, 1923; served during World War II; affiliated 
with Peralta, Merritt, and Providence hospitals; died in the 
U. S. Naval Hospital Sept. 21, aged 60, of aspiration pneu- 
monia and hypertensive cardiovascular disease. 


Thomas, Harry V. @ Chillicothe, Ill.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the Univer- 
sity of Illinois, 1906; member of the American Association 
of Railway Surgeons; past president of the staff of Proctor 
Hospital; died Sept. 19, aged 70, of coronary disease. 


Thomas, William, Terre!l, Texas; University of Nashville 
Medical Department, 1905; served during World War 1; 
formerly vice-president of the Texas Neurological Society; for 
many years superintendent of the Rusk State Hospital and 
Terrell State Hospital; until 1950 superintendent of the Mexia 
State School in Mexia; died June 30, aged 71, of arthritis. 
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Tillman, William Gilbert # Easton, Pa.; Medico-Chirurgical 
College of Philadelphia, 1906; at one time vice-president of 
the Medical Society of the State of Pennsylvania; member 
of the emeritus staff and past president of the medical staff, 
Easton Hospital, where he died Sept. 11, aged 72, of cardio- 
vascular disease. 

Trigger, Harry W. ® Bartonville, Ill.; Chicago College of 
Medicine and Surgery, 1913; member of the American Psychi- 
atric Association; for many years affiliated with Peoria (IlIl.) 
State Hospital; served on the staffs of St. Joseph’s Hospital 
and Mennonite Hospital in Bloomington, where he died Oct. 
10, aged 68, of cerebral thrombosis, arteriosclerosis, and 
hypertension. 


Trimbo, Joseph Henry * Chelsea, lowa; Keokuk Medical 
College, College of Physicians and Surgeons, 1904; also a 
graduate in pharmacy; died in Cedar Rapids, Aug. 18, aged 80. 


Ulrich, Julius Hirsch, Peoria, Ill.; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1901; also a graduate in pharmacy; served as 
examiner on the Selective Service Board during World War Il 
until his retirement in 1944; for many years on the staff of 
the Proctor Hospital; died in the Methodist Hospital Sept. 15, 
aged 77. 


Ungard, William Thomas ® Xenia, Ohio; University of Cin- 
cinnati College of Medicine, 1927; past president of the 
Greene County Medical Society; affiliated with Greene Me- 
morial Hospital, where he died Sept. 11, aged 56, of a heart 
attack. 


Vannatta, George Woodruff ® East Orange, N. J.; University 
and Bellevue Hospital Medical College, New York, 1913; 
fellow of the American College of Surgeons; member of the 
Industrial Medical Association; senior staff surgeon of Mont- 
clair Community Hospital, Montclair, where he was past 
president of the medical and surgical staff; died in Monmouth 
Memorial Hospital, Long Branch, Sept. 6, aged 65, of intra- 
cerebral vascular accident. 


Van Winkle, Joseph Olin, Salem, Ore.; Willamette University 
Medical Department, Salem, 1905; served during World War 
1; for many years medical officer at the Klamath (Ore.) 
Indian reservation; at one time on the staff of the Oregon 
State Hospital; affiliated with Salem General Hospital, where 
he died Sept. 10, aged 77, of congestive cardiac failure, 
cardiovascular disease and arteriosclerosis. 

Warfield, Mary Cabell © Tryon, N. C.; Woman's Medical 
College of Pennsylvania, Philadelphia, 1922; died in Mission 
Hospital, Asheville, Aug. 26, aged 58, of carcinoma of the 
uterus. 


Waufle, Guy Clifford ® Janesville, Wis.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the Univer- 
sity of Illinois, 1903; died in the Mercy Hospital June 18, 
aged 76, of left ventricular failure. 


Webb, Rollin Edward @ Lancaster, N. H.; Medico-Chirurgical 
College of Philadelphia, 1902; died Aug. 13, aged 77, of 
carcinomatosis. 

Wegrocki, Adolph A., Newark, N. J.; Temple University 
School of Medicine, Philadelphia, 1927; formerly assembly- 
man from Essex County; assistant surgeon for the city fire 
department; on the staff of the Presbyterian Hospital; medical 
director of the Newark plant of the U. S. Steel Supply; died 
Sept. 27, aged 52, of carcinoma of the lung. 


Westphal, Henry Gustave ® Glendale, Calif.; American 
Medical Missionary College, Battle Creek, Mich., and Chicago, 
1905; member of the American Academy of General Practice; 
fellow of the American College of Surgeons; affiliated with 
Physicians and Surgeons Hospital, Behrens Memorial Hos- 
pital, and Glendale Sanitarium and Hospital, where he died 
Sept. 2, aged 72, of hypertensive heart disease and diabetes 
mellitus. 

White, Marvin Spears ® Hamilton, Ala.; Louisville Medical 
College, 1903; served as county health officer; veteran of 
World War 1; died Oct. 5, aged 74, of volvulus and broncho- 
pneumonia. 
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GOVERNMENT SERVICES 


ARMY 


Influenza Vaccination. American troops in certain Overseas 
commands will be given anti-influenza vaccine this year, 
according to an announcement Oct. 26 by the Department of 
the Army. According to the Surgeon General, troops in 
Alaska, Europe, and the Far East will be given immunization 
during November. In addition, between Nov. 15 and March 
31, troops designated as overseas replacements will be given 
influenza protection at ports of embarkation in the United 
States prior to sailing. The Surgeon General declared: “Ex- 
perience during the 1952-1953 respiratory disease season, as 
in other years, demonstrated that effective use of influenza 
vaccine results only when it is administered prior to the onset 
of epidemics.” 


Medical Officers Receive Awards.—TIhree Army medical 
officers received awards Nov. 11, during the annual meeting 
of the Association of Military Surgeons of the United States. 
Col. Norman W. Elton, commanding officer, Chemical Corps 
Medical Laboratories, received the Louis Livingston Seaman 
prize for two papers, published in the Military Surgeon, en- 
titled “Anticipated Progress of Sylvan Yellow Fever in Nica- 
ragua: Plan for Attempt to Block Its Course in Honduras,” 
and “Project to Block Progress of Jungle Yellow Fever in 
Northern Nicaragua and Its Calculated Risk of Failure.” The 
Louis Livingston Seaman prize consists of an honorarium of 
$160 endowed in 1900 by the late Dr. Seaman, surgeon for 
the first U. S. volunteers during the Spanish-American War. 

Major Wallis L. Craddock, Medical Corps Reserve, received 
the Welcome award for an essay entitled “An Evaluation of 
Pulmonary Features of Systemic Fungus Diseases,” which will 
be published in the Military Surgeon in January, 1954. Major 
Craddock received the award from the trustees of the estate 
of Sir Henry Welcome, who founded the annual competition 
in 1916. Col. Douglas B. Kendrick, Surgeon, U. S. West Point 
Military Academy, along with Capt. Lloyd R. Newhouser 
(MC), U. S. Navy, chief of the professional division, Bureau 
of Medicine and Surgery, received the Gorgas award for re- 
search on blood and plasma substitutes during World War II. 
This award. in memory of Major Gen. William C. Gorgas, 
who was largely responsible for the ‘elimination of yellow 
fever from the Canal Zone, consists of a medal, scroll, and 
an honorarium of $500. 


NAVY 


Courses for Naval Reserve Personnel.—Training courses of 
two weeks’ duration for male Naval Reserve medical depart- 
ment personnel will be conducted during January, February, 
and March, 1954, as follows: 

Insect and Rodent Control.—Classes are scheduled to convene 
at the Naval Air Station, Jacksonville, Fla., on the first and 
third Wednesday of each month. The Ist, 3rd, 4th, Sth, 6th, 
Sth, and 9th naval districts and the Potomac River Naval 
Command have been assigned quotas for this course. 
Malariology and Insect Control._—Personnel of the 11th, 12th, 
and 13th naval districts are eligible to attend this course at 
the Naval Air Station, Alameda, Calif. Convening dates may 
be obtained from the commanding officer, Naval Air Station, 
Alameda. 


These courses have been designed to familiarize reserve 
medical department personnel with the techniques and prob- 
lems of these specialized fields of naval medicine. Eligible 
personnel desiring to attend in a pay status should submit 
their requests to the commandant of their home naval districts 
at the earliest practicable date. Participation in these courses 
will not increase the possibility of orders to extended active 
duty. 


AIR FORCE 


School of Aviation Graduates.—A class of medical officers 
was graduated Oct. 23 at the Air Force School of Aviation 
Medicine, San Antonio, Texas. Brig. Gen. Edward J. Ken- 
dricks, commandant of the school, awarded diplomas to the 
surgeons, including one British and one Canadian officer. The 
graduation address was delivered by Col. Benjamin A. Strick- 
land Jr., recently relieved as commander of the school’s branch 
installation in Alabama to accept a new post at headquarters 
of the Twelfth Air Force in Europe. Although the class in- 
cludes 37 officers who have had some World War II service, 
their average age is only 27. Though all have taken medical 
degrees and completed their internships, a dozen are just 24 
years old. In the older group are 10 rated pilots, three former 
navigators, and a bombardier, who gave up flying to study 
flight medicine. Thirty of these graduates have received over- 
seas orders. The remaining USAF surgeons will be stationed 
at Air Force medical units in this country for the present. 


PUBLIC HEALTH SERVICE 


New International Vaccination: Certificate—A new Interna- 
tional Certificate of Vaccination has been issued by the Public 
Health Service to replace the old International Certificate of 
Inoculation and Vaccination form. The old form is valid until 
the expiration date of recorded vaccinations. When a traveler 
applies for a passport the new certificate will be issued by the 
offices of clerks of the court and passport agencies of the 
Department of State in Boston, Chicago, New Orleans, New 
York, and San Francisco. The following principal changes 
were made in the new form: 1. Smallpox and cholera vac- 
cination certificates must bear the approved stamp called for 
on the certificate. The signature of the certifying officer is no 
longer necessary, and signature alone is not acceptable. 2. The 
smallpox certificate becomes valid immediately on revaccina- 
tion. Primary vaccinations must be inspected and the results 
recorded. 3. The period of validity for the yellow fever 
vaccination certificate has been extended from four to six 
years. 4. The cholera certificate becomes valid beginning six 
days after the first injection or immediately in the case of 
revaccination. The new certificate may be purchased from the 
Superintendent of Documents, U. §S. Government Printing 
Office, Washington 25, D. C., at a cost of 5 cents per copy or 
$2.50 per 100. 


Contracts to Abate Water Pollution.—During the second 
quarter of 1953, municipalities awarded contracts for 204 
projects to abate water pollution and conserve water resources, 
according to the Public Health Service. The $64,600,000 
represented by these public sewage treatment plant projects 
was more than double the amount for the contracts of the 
preceding quarter, and 55% greater than that reported in the 
corresponding 1952 period. Of the 204 projects, 118 are new 
plants, and &6 are additions, enlargements, or replacements. 

Pointing out that 70 million people receive their drinking 
water from lakes and streams which are also used to carry 
away sewage and industrial wastes, Dr. Leonard A. Scheele, 
Surgeon General of the Public Health Service, said, “The 
safeguarding of our water resources is an important factor in 
the protection of health. The solution of this basic problem 
is the responsibility of the cities and industries of the Nation, 
and while progress being made through their efforts and those 
of the State water pollution control agencies is encouraging, 
it has not yet reached the level necessary to meet the growing 
needs.” 
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FOREIGN LETTERS 


BRAZIL 


Amino Acids and Malaria.—In a paper published in Anais 
Paulistas de Medicina e Cirurgia (66:95 [Aug.] 1953) Dr. 
Ernest Schroeder, who lived for many years in China, reported 
the following facts. 1. Many tropical observers have com- 
mented on the part food plays in the control of malaria (the 
mechanism of this control is not known). 2. The ancient 
Chinese treated malaria with hydrolysed turtle shell and cow 
horn, which consist chiefly of amino acids, and thereby re- 
duced the number of circulating plasmodia. 3. A mixture of 
tyrosine, beta-alanine, leucine, and cystine given by mouth 
caused clinical improvement in six patients with mild malariae 
malaria (nine weeks of administration in one case suppressed 
the infection; one patient became afebrile; and swollen spleens 
assumed normal size). 4. Injection of 50 mg. each of taurine 
and beta-alanine diminished the number of circulating parasites 
in 10 patients with malaria. 5. Beta-alanine in the pure form 
seemed effective in five patients (pantothemic acid was dis- 
appointing in one case tested, probably because its content in 
beta-alanine is low; carnosine, a derivative of beta-alanine 
given as meat extract, seems to act as a weak antimalarial). 
6. Pure cystine in doses of from 100 to 200 mg. twice or three 
times daily elicited favorable responses in four patients (to 
taurine, an oxidation product of cystine, can be attributed a 
certain degree of suppressive value). These substances are an 
adjunct to the usual chemotherapeutic agents. 


Gallbladder in Left Upper Quadrant.—A _ gallbladder located 
in the left upper quadrant of the abdomen in a patient with- 
out visceral inversion and proved by roentgenograms was 
described by Dr. Tulio Montenegro, of the University of 
Recife, in the Revista Brasileira de Gastroenterologia (4:839, 
1952). He was able to find only 14 such cases in the literature. 


Chagas’ Disease in Childhood.—A paper published in the 
Arquivo de Higiene e Saude Publica stressed the seriousness 
of American trypanosomiasis (Chagas’ disease) in children, 
which, far from being rare, is frequently found in rural zones 
infested by triatomes. The diagnosis of this disease without 
laboratory aid is very difficult. The authors obtained their data 
from an epidemiological survey of 2,210 children up to 10 
years of age in 61 counties of Sao Paulo; 311 (14.7%) gave 
a serological reaction between 14+ and 4+. Because of the 
complexity of the test, Unti and his co-workers consider a 
1+ or 2+ reaction as doubtful. Although only 21% of the 
311 positive reactions in this study were in the frankly positive 
category, this survey should serve to call to the attention of 
the health authorities the importance of this disease in 
children. 


Pancreatites and Leptospirosis—Two cases of acute pancrea- 
titis associated with leptospirosis icterohemorrhagiae were 
reported by Prof. Joao Alves Meira and Antonio Ulhoa Cintra 
and Drs. Aguiar Tartari, Bernardo Leo, Ricardo Veroneri, 
and Oswaldo Boehmer, of the university in a paper read 
before the department of medicine of the Associagao Paulista 
de Medicina. The serum amylase and lipase levels in these 
patients were elevated. The serum agglutination for Leptospira 
icterohemorrhagiae was positive. The first patient, who pre- 
sented radiological signs of acute pancreatitis, recovered but 
the other died. An autopsy confirmed the diagnosis. Areas of 
peripancreatic fat-tissue necrosis with an_ inflammatory in- 
filtration where polymorphonuclear neutrophils predominated 
were found in the pancreas. The infiltration invaded the sur- 
rounding pancreatic tissue. The authors found only one report 
(five cases) of this complication in the literature. 


The items in these letters are contributed by regular correspondents in the 
various foreign countries. 


ENGLAND 


A Review of General Practice.—In 1950 the council of the 
British Medical Association appointed a special committee “to 
review the present position in general practice, its difficulties 
and its trends ... and to make recommendations.” The com- 
mittee’s report (Brit. M. J. [Sept. 26] 1953) is based on visits 
to 188 practitioners and a questionnaire completed by about 
13,000 physicians. Of those visited, 93% “carried out some 
sort of examination in some cases,” and 69% made whatever 
eXamination was necessary on all patients. Among 7% “there 
is a need for revision of the methods of diagnosis they use. 
. . . [they] do not seem to examine their patients except as 
a rarity.” A surprising tendency to examine the abdomen 
through clothing and with the patient standing was noted. No 
examination couch was found in 11 surgeries. Over 90% of 
the practitioners seen were careful in the treatment of patients. 
Over 50% did little or no minor surgery. This proportion 
was much higher in the towns (73%) than in rural areas 
(40%). The reasons oftenest given for not doing minor sur- 
gery were lack of time and absence of a special fee. 

Only 4% had found that the scope of their practices had 
benefited by changes in, or increased, cooperation by the public 
health service since the introduction of the National Health 
Service; 40% reported little or no contact with the service; 
and 41% said that their relations were satisfactory. As an 
example of what is described as “a deplorable lack of contact 
between the two branches of the profession,” the case was 
cited of the medical officer of health of a large town who, in 
the middle of a widespread epidemic of influenza, issued a 
statement in the press that there was no epidemic in the city! 
Much criticism was heard of public health clinics and the 
medical officers working in them. Much criticism was also 
heard of public education on health matters; only 13% of 
the physicians thought that it might be beneficial. 

Forty-five per cent applauded “the fact that their scope in 
practice has been widened by the introduction of the N. H. S. 
Not all of these applaud, or even like, the N. H. S. itself; 
but on One point they are clear—that they can do more for 
their patients.” Although only 10% believed that a gap was 
being caused by the separate administrative arrangements 
under the National Health Service for general practitioners 
and consultants, many practitioners thought that consultants 
regard themselves as superior beings. It was often complained 
that “the younger consultant is on the defensive in order to 
conceal an inferiority complex . . . is interested in the scien- 
tific side and does not handle patients well.” Twenty-three 
per cent said that all consultants should have experience in 
general practice as part of their training. 

The view was expressed that “one of the potent causes of 
harm to the doctor-patient relationship is inadequate liaison 
between the hospital and the general practitioner.” For in- 
stance, it is usually two or three weeks after the patient's dis- 
charge from the hospital before his physician receives a report 
from the hospital. A case was cited of a woman who, after 
a miscarriage, was discharged from the hospital the day after 
admission; the practitioner was not informed. Lack of knowl- 
edge of conditions in general practice is responsible for some 
of the trouble as in the case of a woman sent home 10 days 
after delivery and told to apply treatment to her baby’s eyes 
every 15 minutes night and day! Lack of thought is another 
contributory factor as in the case of a young consultant who 
said that a patient’s condition might be due to sleeping tablets 
prescribed by the general practitioner. “This patient and his 
family have now left the general practitioner and will prob- 
ably influence other of his patients in the village to do the 
same.” 

Although most practitioners are agreed that the attitude 
toward them of at least some of their patients has deteriorated 
since the introduction of the National Health Service, no 
“proof of the current statement suggesting a wholesale dis- 
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appearance of friendly relations was found.” The tendency, 
when it exists, is for the physician to be regarded as a supplier 
of medicines rather than a medical adviser and was reported 
by about half the practitioners, though by only a few patients. 
One physician was quoted as saying: “Some of the patients 
now merely include me with their errands: rations from the 
grocer, a call at the shoe repairer’s, and a little cough mix- 
ture at the doctor’s.” The effect of the National Health Serv- 
ice On private practice is shown by the fact that four out of 
every five physicians reported that few, if any, of their private 
patients had remained with them as such. Of those inter- 
viewed, 43% did not want to have private patients, and 35% 
were anxious to preserve at least some private practice. 

Ten per cent of physicians’ premises were considered un- 
suitable, “rooms are dismal and bare, dirty and inhospitable, 
and often totally inadequate for the number of patients attend- 
ing. One doctor sees patients in a porch.” On the other hand, 
the physician is not always to blame; “one doctor has had to 
bolt his waiting-room chairs together to prevent their being 
taken.” Over 90% of the physicians were found to have the 
full range of essential equipment. 

Of those visited, 37% were more satisfied and 42° less 
satisfied since the introduction of the National Health Service. 
The percentage of those more satisfied is higher in the young- 
est age group and lower in the oldest. “This finding is hardly 
in keeping with the inference that might be drawn from the 
chorus of voices heard and the letters written on the sub- 
ject.” Practitioners preferred the National Health Service be- 
cause they “can do more for their patients, can prescribe 
more freely, and can visit as necessary. Also there is no 
bother with bills now.” Although the optimum number of 
patients per practitioner was considered to be 2,000 in country 
practice and 2,500 in town practice, 13% were quite happy 
with 4,000. Just under a third of the practitioners considered 
that they were subject to an excessive number of unreason- 
able demands on their services. 

The committee tried to assess whether physicians were lay- 
ing the blame for any shortcomings on the health service when, 
in fact, the cause was elsewhere. Although they “did expect 
to find the N. H. S. made into something of a whipping boy,” 
this was the case in only about 14% of practitioners; on the 
other hand, “there is an undercurrent of feeling that the 
organization and administration of the N. H. S. proceed on 
their majestic way without due regard to the general prac- 
titioner or his patient. There is confusion, or there seems to 
be, regarding who should be blamed for the pin-pricks and 
the parsimony, for this is how many of them look at it. There 
is Often criticism of their representatives. . . . I have heard 
more criticism of the profession’s leaders than of those with 
whom they are negotiating.” 

The reading habits of physicians were as follows: 11% 
read several periodicals and medical textbooks; 70% regularly 
read one or two medical periodicals—usually a weekly and 
a monthly; and 18% read very little. On the whole the results 
of the postal survey were in agreement with those of the 
field survey. The committee concluded that (1) there has been 
at least some deterioration in the physician-patient relation- 
ship—more marked in industrial than in rural practice; (2) 
physicians, on the whole, are happier in their relationships 
now that fee-charging and the rendering of accounts are al- 
most entirely a thing of the past; (3) where the physician is 
receiving payment for each patient by a per capita fee, as at 
present, the relationship is better than it would be in a salaried 
service; and (4) the institution of payment by salary would 
virtually deprive the patient of the free choice of a physician. 
After drawing attention to a discrepancy in the results of the 
field survey and the postal survey, the former showing that 
35 and the latter that 66% of the physicians wanted a certain 
amount of private practice, the committee expressed the 
opinion that there is room for both National Health Service 
and private practice. 

The committee believes “that general practitioners should 
undertake for N. H. S. patients those minor operations which, 
before the Service was introduced, they performed as part 
of clinical treatment in the ordinary course of general prac- 
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tice. The habitual transfer of minor surgery to the hospitals is 
neither necessary nor desirable. The training of the doctor has 
included instruction in this work, and... is part and parcel 
of general practice.” Concern was also expressed at the di- 
minishing amount of midwifery done by general practitioners. 
The committee believes “that midwifery is an integral part 
of general practice . . . and takes its stand with those who 
would allow any registered medical practitioner to provide a 
midwifery service for his patients if he wished and who would 
encourage him to increase his experience.” 

After pointing out that the survey has not revealed that 
health centers are essential to the improvement of the stand- 
ard of general practice, the committee expressed the view that 
further experiment is desirable, including the development of 
health centers, in stages, from communal surgeries. The com- 
mittee is in favor of group practice and considers that assistant- 
ship with a view to partnership is the best mode of entry 
into general practice. 

In the opinion of the committee, general practitioner beds 
are “a desirable part of the doctor’s equipment on both clini- 
cal and social grounds.” These need not necessarily be in a 
separate hospital, but could be in a special ward allocated 
for the purpose in a general hospital. The committee agrees 
with the 81% of physicians who were in favor of some type 
of clinical assistantship for general practitioners. On the sub- 
ject of overprescribing, the committee urges the profession to 
“exercise the greatest care in prescribing. . . . It should be 
realized by all that economical prescribing is usually good 
prescribing.” 

“The results of the surveys suggest that about half the gen- 
eral practitioners in the N. H. S. are reasonably happy and 
contented in their work, and that a similar proportion may 
be described as ‘good’ doctors.” Most of the general prac- 
titioner’s difficulties flow from “insufficiency of personal con- 
tact between [them] and practitioners in other branches of 
practice, and in the separation, in both practice and adminis- 
tration, of the three main branches of medicine—namely, gen- 
eral practice, hospital practice, and public health practice. 
. . . The practice of good medicine is also endangered when 
clinical activity has to be subordinated to administrative duties 
in the N. H. S.... The time and skill of the general prac- 
titioner are too often abused by patients who have no true 
need of his services or who regard him as only an inter- 
mediary to the hospital service. .. . Some of the effort which 
is given to public instruction in the wonders of scientific 
medicine and the marvels of the modern hospital service 
might with advantage be devoted to informing the public of 
the functions of the general practitioner and of the way in 
which his services should be sought. . . . At present there 
are more . . . financial advantages for the practitioner who 
is inclined to be superficial and who is easy with prescriptions 
but reluctant to sign on the chronic sick. There are too few 
openings and inducements for the careful, keen practitioner 
who likes to be thorough in his examinations and treatment 
and to have time for study and reflection.” 


FRANCE 


Artificial Hibernation in Scarlet Fever.—Artificial hibernation 
is a new method of treatment for which the indications are 
being rapidly extended. On May 29 before the Medical Society 
of the Paris Hospitals V. de Lavergne and J. Schmitt reported 
a case of malignant scarlet fever treated with this method. 
Following the delivery of her second child, the patient con- 
tracted scarlet fever and had polypnea, delirium, a pulse of 
145, and a temperature of 106.7 F. Artificial hibernation was 
tried. After the third day of this treatment, the patient’s 
temperature was normal and hibernation was discontinued. 
During hibernation 2 million units of penicillin were given 
daily. On the fourth day the patient resumed consciousness; 
her behavior became nornf#l; her temperature was 100 F and 
her pulse was 120, Three days later her temperature rose 
and bilateral pleurisy developed, which healed after repeated 
thoracentesis. According to the authors, artificial hibernation 
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should be used in all patients with the malignant forms of 
scarlet fever, puerperal or pharyngeal, and probably all 
patients with hyperthermia, cardiac alterations, dyspnea, de- 
lirium, depression, and hemorrhages, whatever the Cause. 


Hibernation in Bronchop i A frail 4-year-old child 
had measles, during which he developed whooping cough 
complicated by a severe bronchopneumonia associated with 
rapid respiration and cyanosis. His condition became hopeless, 
and F. Gomez and G. Gélin decided to use artificial hiberna- 
tion. After intermittent venous perfusion using Laborit’s classic 
“cocktail” in a dose of 0.5 cc. every 15 minutes, the child 
fell asleep, his respiratory rhythm stabilized, his cyanosis 
disappeared, and the oxygen inhalations, which had been given 
from the onset, could be decreased. After six hours, his 
temperature fell from 105.4 to 103.4 F. Ice bags were applied 
to his precordium, abdomen, and head. Antibiotics were given, 
and after 12 hours his temperature had fallen to 96.8 F and 
500 cc. of the “cocktail” were again injected. After 24 hours 
the patient’s temperature was 94.3 F and the oxygen inhala- 
tions were discontinued, but after 36 hours a relapse occurred, 
his temperature rose to 102.2 F, and cyanosis and tachycardia 
reappeared. Another “cocktail” was immediately administered 
and after four days the child was allowed to recover from 
the effects of the “cocktail.” Convalescence was uneventful. 


Hibernation in the Neurotoxic Condition of Nursing Infants.— 
On Nov. 25, 1952, R. Sorel, J. Rieunau-Serra, and H. Auban 
reported to the Toulouse Society for Medicine, Surgery, and 
Pharmacy on four patients with an extremely severe toxic 
condition. Classic treatment was ineffectual, these patients 
being children in a morbid and subcomatose condition with 
agitation and convulsions, severe dehydration, and cyanosis. 
The classical technique of hibernation was used. Three of the 
four children were cured. According to the authors, there are 
no contraindications to this treatment, but it necessitates con- 
tinuous strict supervision. Appropriate antibiotic treatment 
should be given concurrently. 


Acute Delirium Treated by Hibernation.—At the Slst Congress 
of French-speaking Psychiatrists and Neurologists, July 20 to 
26, 1953, G. Berthier and J. Pougetoux reported a case of 
acute delirium cured, without sequelae, with artificial hiber- 
nation, and P. Picard, R. Lebras and P. Navarranne reported 
a case of severe carbon monoxide coma treated and cured 
with hibernation together with the encephalographic investi- 
gations pursued during the whole treatment. 


Lead Poisoning.—At the Institute for Industrial Hygiene, 
Professor H. Desoille and Dr. C. Albaharry have resumed 
their study of experimental and human lead poisoning. Ac- 
cording to them, this poisoning is much more frequent than 
is usually believed. It occurs under the form of various diges- 
tive disorders, spasmodic colitis, cholecystitis, cachexia, and 
even appendicitis, intestinal obstruction, or acute pancre- 
atitis. Lead oxide is generally the etiological agent. The tin 
containing 80% lead that is used for galvanizing certain pipes 
is a source of danger. In a recent issue of La Presse Médicale 
(61:1247-1248 [Oct. 3] 1953), Prof. H. Desoille and Dr. 
Albaharry report a case of lead poisoning caused by a copper 
wire (used as the ground connection for a wireless set) sur- 
rounding a lead water pipe and thereby favoring electrolysis 
of the lead. Examination of the water from this pipe revealed 
the presence of 0.875 mg. of lead per liter. The patient’s wife 
and daughter showed evidence of subclinical lead poisoning. 
The authors stressed the unequal sensitivity to the poison and 
the necessity of performing the three following tests to con- 
firm a diagnosis of lead poisoning: search for stippling of 
the erythrocytes, coproporphyrinuria, and free protoporphyrin 
in the red blood corpuscles. They succeeded in discovering 
the exact cause of this patient’s poisoning. Several tests of the 
water, performed after the copper ground wire was removed 
and also after a long period of stagnation of the water in 
the lead pipe, showed a level of 0.2 mg. of lead instead of 
0.875 mg. per liter. 
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ITALY 


Antituberculosis Vaccination.—Professor Salvioli, from the 
University of Bologna, discussed antituberculosis vaccination 
at a meeting of the medical and surgical society of the 
Romagna region May 10, 1953. In a brief historical review 
he said that Edoardo Maragliano used antituberculosis vac- 
cination for prophylaxis and therapy as early as 1903. Mara- 
gliano’s vaccine consisted of bacilli killed by heat, partially 
subjected to chemical disintegration, and enriched with the 
so-called integral poison. It was applied by scarification of 
the skin. The method by which it was applied was the weak 
point of the technique. 

Several years later Calmette, who had been one of 
Maragliano’s followers, and Guérin used a vaccine with 
attenuated bovine bacilli first on animals and then on men. 
For many years this vaccine was used orally on a large 
scale, especially in France. Later the percutaneous route by 
scarification and more recently the intradermal route were 
used. 

Interest in prophylactic vaccination with dead bacilli was 
revived in 1926 following experiments by Petragnani and in 
1933 when Salvioli used it on man. Petragnani’s integral ana- 
tuberculin was used. A controversy arose, which is still in 
progress, between supporters of the vaccine consisting of 
attenuated living cultures and those who favored vaccination 
with dead cultures of bacteria that have not been deprived 
of their fundamental characteristics. 

The supporters of Calmette’s method assert that the vaccine 
obtained with dead bacilli induces only allergy in the organism, 
whereas that with living cultures not only produces allergy but 
prevents the onset of the infection as long as the germs of 
the vaccine remain alive. 

The concept of a “premunition” was disproved by Salvioli 
in Paris in 1948. In his experiments a vaccine of the Calmette 
type with dead cultures yielded the same results as those 
obtained with Calmette’s vaccine of living cultures. 

In recent years some research workers have changed their 
opinion. In 1952 Dubra, who had strongly supported 
Calmette’s view, became a supporter of dead cultures vaccine. 
Recently the World Health Organization tuberculosis research 
office in Copenhagen reported that a vaccine consisting of 
one part of attenuated living cultures and 99 parts of dead 
cultures gave the same results as the best vaccine made of 
living cultures. 

Professor Salvioli discussed vaccinal allergy. This persists 
in a very large percentage of cases (85 to 90%) beyond the 
10th year when the dead culture vaccine is applied by the 
plurifocal intradermal route at the time of birth. In addition 
to a positive reaction to the tuberculin tests, there is also a 
high degree of resistance with this type of vaccination. This 
has been proved not only by experiments on dogs but also 
by numerous clinical observations. As an example he recalled 
the incident that occurred some years ago in the vicinity of 
Venice in which 14 children who had not been vaccinated 
against tuberculosis died of the disease while there was no 
death due to tuberculosis among an equal number of children 
of the same age in the same contagious environment who had 
been vaccinated. 

Professor Salvioli pointed out the eutrophic effect of the 
vaccination and the greater resistance that vaccinated persons 
have even against nontuberculous diseases. This is analogous 
to what Weill and Werfeld had observed when the primary 
infection was overcome in a silent manner. He showed that 
the vaccination with vaccine of dead cultures of bacteria has 
as great a protective activity as the vaccination with Calmette’s 
vaccine. He has been asserting since 1936 that the protection 
becomes manifest only after a vaccinal reaction. It is there- 
fore necessary that a vaccinal focus be produced that will 
have a macroscopic and microscopic specificity and will have 
a complete evolution. For these reasons the doses of vaccine 
should be always adequate and the appropriate technique of 
vaccination should be followed. Scarification and tattooing are 
insufficient, and the vaccine should be introduced, in the 
proper dose, by the intradermal route. 
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The results obtained in Bologna on 12,000 children vac- 
cinated at the time of birth are good. However, some pedi- 
atricians object to the necessity of making, even if simul- 
taneously, four injections. On the other hand, the vaccinal 
disease caused by dead cultures vaccine differs in part from 
the true infection, in which there is a particular tropism of 
the tubercle bacilli toward the lvmph nodes and the lymphatic 
tissue. 

For these reasons Professor Salvioli has been using since 
1950 a new vaccine (called Salvioli’s diffusing vaccine) that 
consists of cultures killed by heat to which hyaluronidase has 
been added to give the dead cultures the migratory properties 
that are characteristic of living cultures. Experiments made 
at the Bologna pediatric clinic and a follow-up of more than 
300 children vaccinated with Salvioli’s diffusing vaccine gave 
interesting results. The studies are still in progress. 

Professor Salvioli then discussed the multiple puncture vac- 
cination that he has been using since 1938 in children with 
tuberculosis of the respiratory tract. He showed by means of 
radiograms taken by Professor Sighinolfi the good results 
obtained with this technique before the antibiotics became 
available. It is of undoubted efficacy if used properly and at 
the right time. Good results were obtained also in cases of 
osteoarticular tuberculosis and in the treatment of tuberculous 
meningitis when antibiotics were also used. 

An animated discussion followed Professor Salvioli’s report. 
Professor Costantini said that failure of the vaccination in 
skin positive persons is an indication that the allergy is not 
the expression of an infection but is only a particular phase 
during an incomplete process of immunization caused by a 
vaccinal focus. 

Professor Lodi treated a group of infants with eczema by 
means of the Petragnani-Salvioli vaccine and obtained a cure 
in 82% of them. He observed that the sooner the vaccination 
was performed the greater the allergic manifestations were, 
thus confirming the conclusion that the Petragnani-Salvioli 
vaccine stimulates the allergic mechanism. 

Professor D’Arcangelo spoke of the possibility of vaccine 
therapy with protein substances derived from cultures of 
tubercle bacilli. Professor Salvioli had mentioned it and had 
referred to it as a cellular stimulation of immunization in 
advanced stages of tuberculosis. He said that, in some patients 
in whom the tuberculous process has not been controlled by 
antibiosis or collapse therapy and in whom resistance to 
biochemotherapeutic agents has not developed, the evolution 
is definitely related to a negative state of immunization. 

Professor Giugni compared the different characteristics of 
the Calmette and the Petragnani-Salvioli vaccines and said 
that the fact that the latter consists of dead human bacilli 
rather than of bovine cultures reassures the conscience of the 
physicians who perform the vaccination. 


SWEDEN 


Mass Radiography Surveys.—The mass radiography surveys 
that in recent years have been carried out in Sweden have 
demonstrated differences in the efficiency of antituberculosis 
work in various areas. A report published by Dr. E. Tornell 
on the mass radiography survey in Alvsborg County in a 
recent number of the quarterly journal of the Swedish National 
Association Against Tuberculosis shows how effective such a 
survey can be when the necessary measures for it are well 
organized. About 91% of the more than 250,000 persons 
over the age of 10 who were eligible for this survey were 
examined. About 60% of the new cases of tuberculosis dis- 
covered were found in persons between the ages of 30 and 
59. About 20% were above this age, and another 20% were 
below it. The absentee rate was high among the elderly, and 
this was unfortunate in view of the prevalence of tuberculosis 
in old persons. About 83.6% of the persons who were found 
by this survey to be suffering from pulmonary tuberculosis 
were already on the registers of the tuberculosis dispensaries. 
This finding compares favorably with that of other counties, 
and most of the new patients had an early stage of the disease. 
The 401 new patients represented 0.15% of the persons 
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examined. An important by-product of such mass surveys is 
the discovery of nontuberculous diseases, such as heart disease 
and malignant disease, now sometimes amenable to operative 
treatment. The 51 patients with malignant tumors and 75 with 
benign tumors discovered represented 0.47 per 1,000 of the 
persons examined. Disease of the heart and blood vessels was 
discovered in 585 persons, a rate of 2.16 per 1,000 persons 


- examined. The 96 patients with benign lymphogranul 


discovered represented 0.44 per 1,000 persons examined. This 
disease seems to be commoner in Alvsborg County than else- 
where in Sweden, and commoner in some areas than in other 
parts of the county. This patchy distribution has also been 
observed in the western part of the United States, where the 
disease has been found to be most prevalent. Dr. Tornell 
concluded that in spite of the trouble and costs entailed by 
such a survey, it serves a very useful purpose, but when new 
cases of tuberculosis become still rarer it may be difficult to 
get the community to take a sufficiently active interest in this 
measure. 


Falling Infant Mortality—More than a century ago Sweden 
led the world in creating a professorship of pediatrics and in 
making the teaching of this subject compulsory in the medical 
schools. It was, therefore, natural enough for the subject of 
the Lennander lecture, delivered by Dr. Justus Strém in 1953, 
to be “The Fall of the Infant Mortality in Sweden and the 
Causes Thereof.” In this lecture, published with many dia- 
grams in Nordisk Medicin for Sept. 17, Str6m presents an 
imposing array of figures showing how well earned is the 
claim made by Sweden that its infant mortality is one of the 
lowest in the world. In the period 1911-1915, the infant 
mortality from whooping cough was 3.5 per 1,000, whereas 
in the period 1946-1950 it was down to 0.2. Between the same 
two periods the infant mortality from measles fell from 1 to 
0.02 per 1,000. This remarkable fall has been traced in part 
to a decline in the virulence of both infecting organisms, but, 
though Strém admits that the two diseases run a milder 
course than they did 20 years ago, the decline in the mortality 
from them should mainly be traced to the improved general 
health of the community. 

At present about 75% of the infant deaths occur in the 
first weeks of life, with congenital debility as the most im- 
portant single cause. Here, there is room for improvement, 
particularly with regard to illegitimate infants. In Stockholm 
in the first half of the 19th century the mortality rate for 
illegitimate infants was between 400 and 450 per 1,000, or 
about double that for infants born in wedlock. Since at that 
time 41% of the live births in Stockholm were illegitimate, 
the total infant mortality was appalling. Though there has 
been a vast improvement since then, the investigations under- 
taken in 1948 by Thorén showed that the neonatal deaths 
from debility were 7.3% for the infants of the unmarried, 
and only 3.3% for those of the married. He suggested that 
attempts at criminal abortions might be partly responsible for 
this difference because a medically plausible explanation for 
premature births is found oftener among the married than 
among the unmarried mothers. The relatively higher infant 
mortality in towns, as compared with rural areas, also sug- 
gests that criminal abortions are largely to blame in such 
cases. 

One of Strém’'s diagrams deals with the competition between 
town and country over the reduction of infant mortality. Till 
the middle of the 1920's, the infant mortality was lower in 
the country, but since the turn of the century the social 
conditions and hygiene began to improve rapidly in the towns, 
with the result that they had overtaken and passed the country 
in the period 1936-1940. Since 1948 the towns have again 
lost their lead, and the infant mortality is now about the 
same for town and country. There has been a similar com- 
petition between different counties in the reduction of the 
infant mortality, with the lead being taken first by one and 
then by another county. Strom believes that the infant mor- 
tality can be still further reduced by means of modern drugs 
and antibiotics and by intensifying prenatal welfare, with 
special care devoted to the unmarried mother. 
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CORRESPONDENCE 


ACUTE AND CHRONIC BACILLARY DYSENTERY 

To the Editor:—Drs. Felsen and Wolarsky are to be congratu- 
lated for emphasizing the importance of bacillary dysentery. 
I should like to discuss three phases of their paper, acute 
bacillary dysentery, chronic bacillary dysentery, and their re- 
lationship to ulcerative colitis. The figures shown with respect 
to the increasing incidence of acute bacillary dysentery seem 
to be quite conclusive, but they do not conform to my recol- 
lections. One is on very dangerous grounds indeed to pit 
recollections against statistics, but many will recall that, in 
the earlier decades of this century, there were severe epidemics 
of bacillary dysentery in some areas and in other areas it 
was endemic. Certainly the infant death rate from bacillary 
dysentery in the first quarter of the century was high. It is 
exceedingly difficult for me to believe that the same condition 
obtains today or that the actual incidence of acute bacillary 
dysentery is as high in this third quarter of the 20th century 
as it was in the first quarter, or, indéed, in preceeding centuries. 
This is not meant to minimize at all the importance of bacil- 
lary dysentery, because it certainly remains, as Drs. Felsen 
and Wolarsky have properly pointed out, one of the great 
causes of morbidity today. It is an important disease that has 
not received adequate attention. 

Chronic bacillary dysentery must be a rare disease for we 
have not been able to find it. Last month I had the privilege, 
however, of reviewing a fascinating paper in which Drs. 
Kositchek and Snell of California presented quite conclusive 
evidence of systemic and enteric infection, with multiple com- 
plications lasting over a period of several months, that was 
quite conclusively proved to have been due to Salmonella 
danysii. It may well be that there are more cases of chronic 
infection with Salmonella and other dysentery organisms than 
we have been able to find. 


With respect to the relationship of these specific infections 
to chronic ulcerative colitis, it seems to me that again we do 
not know exactly what the situation is. Historically, in terms 
of each individual case, as Drs. Felsen and Wolarsky have 
pointed out, the onset of ulcerative colitis frequently simulates 
acute bacillary dysentery. Cultures are rarely made in this 
phase of the disease. It could well be that many of these 
patients have an initial bacillary dysentery. These authors in 
this and in previous presentations have brought before us 
very conclusive evidence that some of them do. Also in sup- 
port of their view is the fact that a considerable number of 
patients with ulcerative colitis have a clear-cut history of 
Endomoeba histolytica infection at the beginning of illness 
with transition from acute amebic colitis to nonspecific colitis; 
hence, | am quite willing to accept the concept that, for a 
significant number of patients, acute bacillary dysentery is the 
primary inciting factor for chronic ulcerative colitis, and per- 
haps also for regional enteritis, and that the persisting inflam- 
mation and infection are due to other organisms. The main 
thesis of the paper, that more should be done to prevent acute 
and chronic bacillary dysentery, is certainly valid. 


WALTER L. Pater, M.D. 
University of Chicago 
Department of Medicine 
Chicago 37. 


To the Editor:-—Drs. Felsen and Wolarsky have presented an 
interesting and provocative paper on the problem of acute 
and chronic bacillary dysentery and have drawn attention to 
the possible relationship of these conditions to chronic ulcera- 


tive colitis. My clinical experience with chronic ulcerative 
colitis has been limited. I should, however, like to comment 
on the problem of bacillary dysentery itself. 

The authors suggest that the increase in reported cases of 
acute bacillary dysentery represents a true rising incidence of 
this disease. I believe, on the contrary, that this increased 
morbidity is apparent rather than real and that it is due to 
the introduction of superior laboratory methods of diagnosis 
and to better reporting. Authorities in this field, such as Dr. 
A. V. Hardy and his associates, feel that in the absence of 
good morbidity data the best picture of the incidence of 
bacillary dysentery is given by the combined mortality figures 
for bacillary dysentery and nonspecified dysentery. The classic 
field studies of these investigators have shown that the majority 
of these latter cases are in fact bacillary dysentery. As shown 
in the table, the mortality rates from these conditions have 
shown a steady decline during the last 20 years and in 1950 
actually amounted to less than one-fifth of the corresponding 
figures for 1936. While part of this decline is undoubtedly 
due to the recent development of more effective therapeutic 
measures, it is difficult for me to escape the conclusion that 
the incidence of bacillary dysentery has declined significantly 
during the last 20 years in the United States. 


Bacillary Nonspecified 
Dysentery Dysentery Combined 
Rate/ Rate Rate’ 

Year Deaths 100,000 Deaths 100,000 Deaths 100,000 
eee 610 05 2521 2.1 3131 2.6 
725 0.6 1429 2154 1.7 
1027 1195 0.9 2222 17 
DOG O.4 GOS 0.7 1414 
335 0.2 447 0.3 782 0.5 
Data from “Vital Statistics of the United States” published by the U. 8S. 


Department of Commerce, Bureau of the Census, Washington, D. C. 


Drs. Felsen and Wolarsky rightly stress the importance of 
detecting the healthy carrier of dysentery bacilli as one means 
of controlling the spread of the disease. In my experience it 
has been almost useless to attempt to isolate the causative 
organism from specimens shipped for any distance, even if 
a preservative has been added as suggested. Fresh specimens, 
preferably collected by the anal swab technique, must be 
plated out immediately in order to furnish a reasonable chance 
of isolating dysentery bacilli. 

Drs. Felsen and Wolarsky make the categorical statement 
that chemoprophylaxis is of no value. I do not feel that there 
is any valid evidence on this point. While it is true that the 
sulfonamide compounds are of limited value in this respect 
because of the not infrequent occurrence of drug-fast strains, 
to my knowledge there have been no adequate trials of the 
newer broad spectrum antibiotics—chlortetracycline (aureo- 
mycin), chloramphenicol (Chloromycetin), and oxytetracycline 
(Terramycin)—as prophylactic agents under controlled con- 
ditions. These agents have given dramatic results in the 
treatment of the disease, and the development of drug- 
resistant strains has not been a problem as yet. They deserve 
prompt and adequate trials as possible prophylactic agents 
under controlled conditions. Only by such means can we 
determine whether chemoprophylaxis is a practical procedure 
or not. 

F. S. CHEEverR, M.D. 

University of Pittsburgh 

Graduate School of Public Health 
Pittsburgh 13. 
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BUREAU OF INVESTIGATION 


THE BUSINESS OF BOLSTERING BOSOMS 

Publicity concerning some surgical activities of Dr. Robert 
Alan Franklyn of Hollywood and New York has been the 
subject of a number of inquiries directed to the Bureau 
of Investigation of the American Medical Association. A 
magazine article in Pageant for August, 1953 (pages 68-75), 
wherein was described for the lay public generally a surgical 
procedure called “Breastplasty” (complete with before-during- 
and-after photographs) is the principal reason for such in- 
quiries. A similar piece appeared as lead article in the Southern 
General Practitioner of Medicine and Surgery for April, 1953. 

A white wrapper around each copy of Pageant invited 
attention in boldface type to “The Operation That Remolds 
Flat-Chested Women.” The piece itself opened with the state- 
ment: “About 4,000,000 young American women suffer to 
some degree from micromastia . . and another 10,000,000 
from ptosis * According to this article, Dr. Franklyn 
reported: “ . In my own experience of many years as a 
plastic surgeon both in New York and Hollywood, I have 
found that at least one out of every three such women are 
psychologically affected, and that estimate may well be 2 
conservative one.” To continue: 

“As a specialist, I began receiving so many referrals from 
other physicians of cases of this type that I investigated the 
possibility of curing micromastia and ptosis. I was able to 
devise a surgical technique known as Breastplasty, a relatively 
simple, 25-minute operation which overcomes the difficulties 
previously experienced in this field. 

“At present, Breastplasty is available principally in Holly- 
wood, although I also frequently operate in New York. The 
operation is within the budget of the average woman but, 
unfortunately, it is not a technique surgeons can learn out of 
a book. While I have had requests from many surgeons to 
observe the operation, there has been little opportunity for 
actual training in the technique.” 

As can well be imagined, this glowing invitation to pectoral 
pulchritude has caught the fancy of a good many who feel 
they are among the 4 million. A direct statement on this 
alleged number suffering from micromastia was made in the 
published article as though it were a well-established scientific 
fact, but nothing is offered to describe for the readers the 
identity of the poll-taker or the norms used in determining 
the extent of the alleged affliction. It is obvious that if certain 
motion picture stars in Hollywood were used as the standard, 
then the stated figure may well be woefully inadequate. 

As for the erasure of this alleged defect from American 
women by means of a “relatively simple, 25-minute operation,” 
one wonders how one operator is going to manage this single- 
handed. He can take care of only 7,280 if he works 10 hours 
a day, 7 days a week, for a solid year. One needs to extend 
the figures only one step further to see what frustration may 
face the overwhelming number of those left out. 

Dr. Franklyn is further quoted in the Pageant article as 
having said: 

“Finally, I would also iike to offer a word of caution about 
two other forms of breast repair. 

“For firming the breasts of young mothers, the standard 
technique used by many surgeons is to operate on the glandu- 
lar structure itself in a series of multiple incisions. These 
circumscribe the nipple, then continue downward to the base 
of the breast and across it horizontally. Not only is the delicate 
glandular structure cut, but much visible scarring remains. 

“For enlarging immature breasts, there is equally drastic 
surgery which involves a double operation. First, excess fat 
is removed from the region of the hips and then implanted in 
the breast. However, the transplanted fat will eventually 
become absorbed in the body tissue and the breast will relapse 
into its original state.” 


1. Grindlay, J. H., and Waugh, J. M.: Plastic Sponge Which Acts as 
a Framework for Living Tissue, A. M. A. Arch. Surgery 63: 288-297 
(Sept.) 1951. 
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He offers instead: 


“In Breastplasty, the drawbacks presented by these other 
two types of surgery are eliminated. In simplified steps, here 
is how I proceed: 

“I. Instead of cutting into the complicated part of the 
breast, | make an incision of one and one-half inches in the 
lower fold of the breast. 

“2. 1 insert an inert soft plastic foam substance—actually 
a nylon-like resilient material impregnated with — 
into the incision. 

“3. 1 place this soft, foamed substance behind the breast, 
over the pectoral or chest muscles. There it adds volume, 
forcing the chest out, but it does not interfere with the com- 
plicated glandular structure.” 

A plastic surgeon, in commenting on the third numbered 
representation, observes: “In the first place, he deposits this 
mysterious material on the pectoral fascia; it does not come 
into contact with the pectoral muscle itself.” Commenting on 
the statement that this is “a relatively simple, 25-minute 
operation which overcomes the difficulties previously experi- 
enced in this field,” the surgeon continues: 

“No operation can be predicted as to how long a time will 
elapse between the incision, the operative procedure, and the 
closing of the incision. 

“Operative difficulties depending on many factors § are 
numerous and cannot be predicted.” 

The principal mystery, however, seems to be the identity 
of the substance used. In the report it is described as “a 
nylon-like resilient material impregnated with penicillin.” 
Inquiry to Dr. Franklyn discloses that “the substances used 
by me are not on the market—having been ordered spe- 
cifically from the supplier for test purposes.” 

It seems strange, indeed, that a material of such composition 
is offered to 4 million American women on the assurance 
that it is harmless, efficient, and safe on a long-range basis. 
Similar materials have been reported on by plastic surgeons 
who describe their animal work with polyvinyl sponge. Their 
report implies at least the prospect of a gristle-like develop- 
ment in the implant which is apt not to be what most ladies 
would like to carry around with them. Grindlay and Waugh! 
report in part: 

Sponges of various size and shape were placed in 
subcutaneous tissue in six dogs; in the same dogs a cone- 
shaped molded sponge was also placed under a_ breast 
nipple... 

sab . Gradually the sponges became firm. The degree of 
firmness which the sponge mass eventually had was approxi- 
mately that of a mass of fibrous tissue of the same shape 
and size. 

“With the exception of certain experiments the implanted 
sponges did not become fixed to surrounding tissue, even 
though the sponge itself contained blood vessels and con- 
nective tissue.” 

In a private communication, one of the authors (John H. 
Grindlay, M.D.) wrote the Bureau of Investigation in part as 
follows: 

ner The conclusions reached in the paper which Dr. 
Waugh and I prepared in 1951 and which appeared in the 
September issue of that year of the A. M. A. Archives of 
Surgery, viz., that long-term experiments are necessary before 
polyvinyl sponge can be given unqualified approval for clinical 
use and that one must appreciate that an implanted sponge 
will become a piece of fibrous tissue and thus less resilient 
and firmer, still hold... .” 

In another such communication, a copy of which was sub- 
mitted to the Bureau, Dr. Grindlay stated: 

“It is true that one of the experiments I performed on dogs 
was to place sponge subcutaneously under a breast nipple. 
The original purpose was to test it for such use in plastic 
surgery. The firmness and rigidity which developed in the 
implanted mass seemed to me undesirable. 

“It may be there will be enough normal tissue covering the 
implanted sponge that one will not be greatly aware of the 
firmness, especially if not too massive an implant was used, 
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Another reason for using caution in the matter of size would 
be the inability of the implant to change shape with changes 
in position of the body.” 

According to the biographic records, Robert Alan Franklyn 
is not shown as a member of his local medical society or of 
the American Medical Association. He is shown as having 
graduated from New York University College of Medicine in 
1941. He was licensed to practice medicine in New York in 
1942 and in California and New Jersey in 1943. He is not 
shown as a member of any specialty group or as a diplomate 
of any specialty board. There is indication, however, that he 
served residencies in anesthesiology and dermatology. 

It is strange indeed that a physician would permit publica- 
tion of the details of a surgical procedure in a popular maga- 
zine when such procedure does not appear to have the benefit 
of exhaustive tests on animals to establish its safety and 
efficacy. 

Perhaps, however, it is no more strange than to find Dr. 
Franklyn listed under the heading “Physicians and Surgeons 
(M.D.)—Plastic Surgery” in the classified section of the Miami, 
Fla., telephone directory. The entry instructs readers to call 
the operator at Hollywood, Calif. 


COUNCIL ON NATIONAL 
EMERGENCY MEDICAL SERVICE 


The following analysis of regulations recently prepared and 
distributed by the Department of Defense concerning the new 
“Doctor-Draft” law has been made by the Council on National 
Emergency Medical Service. This résumé has been reviewed 
by the Office of the Secretary of Defense (Health and Medical) 
and verified as to its accuracy. 


C. JosepH STETLER, Secretary. 


ANALYSIS OF DOCTOR-DRAFT REGULATIONS 

Administrative regulations issued by the Department of 
Defense to implement the revised version of the “Doctor- 
Draft” law were published Oct. 7, 1953. These regulations are 
intended to consolidate, reissue, and modify various earlier 
Department of Defense directives promulgated pursuant to 
Public Law 779, 81st Congress, as amended. The résumé will 
be confined primarily to the provisions of the directive that 
established new policy and those that substantially amend 
regulations previously in effect. 

A. The Executive Agent 

The Department of the Army is designated as the executive 
agent for the Department of Defense and is charged with 
the following administrative responsibilities in connection with 
the new “Doctor-Draft” law: 

(1) determining the acceptability of special registrants for 
military service in accordance with established professional, 
physical and moral standards; 

(2) maintaining appropriate liaison with the Selective Service 
System; and 

(3) making departmental allocations of special registrants 
ordered for induction, following consultation with representa- 
tives of other military departments. 

B. Professional Standards 


A special registrant (medical) will be considered profession- 
ally acceptable if: 

(1) he is a graduate of a medical school approved by the 
Council on Medical Education and Hospitals of the American 
Medical Association or is a graduate of a foreign medical 
school whose graduates are recommended for consideration by 
that council; or 

(2) he is a graduate of any other medical school and posses- 
ses a degree of doctor of medicine as a result of completing 
a four year course of medical instructions; has had 12 months 
or more of intern or residency training approved by the 
Council on Medical Education and Hospitals or is a diplomate 
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of an American Specialty Board; and is licensed to practice 
medicine in a state or territory of the United States or the 
District of Columbia or is a diplomate of the National Board 
of Examiners. 

C. Physical Standards 

All special registrants will be considered to be potentially 
acceptable for military service provided they can reasonably 
be expected to be productive in the armed forces. These 
physical standards are substantially the same as those adopted 
by the armed forces on Jan. 12, 1953. 

D. Moral Standards 

A special registrant will be found not acceptable for military 
service if he has: 

(1) been convicted by a civil court of an offense where 
punishment exceeds one year, or of any offense punishable 
by death, or 

(2) a record of difficulties with law enforcement agencies 
exhibiting criminal tendencies or other traits of character that 
would render him unfit, or 

(3) previously been separated from the armed forces under 
other than honorable conditions or for the good of the 
service, or 

(4) had criminal charges filed against him, alleging a viola- 
tion PHmate or federal law, which are still pending. 

The fact that special registrants are not commissionable or 
do not desire or will not accept a commission will not preclude 
them from induction or acceptance in the armed forces. 

E. Processing of Requirements 

The estimated military (uniformed) requirements will, after 
processing within the Office of the Secretary of Defense, be 
referred to the Assistant Secretary of Defense (Health and 
Medical) who will obtain the comments of the Health Re- 
sources Advisory Committee, Office of Defense Mobilization. 

The Assistant Secretary of Defense (Health and Medical) 
will also coordinate the report with the Assistant Secretary of 
Defense (Manpower and Personnel) prior to referral to the 
Secretary of Defense for submission to the President. The 
Assistant Secretary of Defense (Manpower and Personnel) 
will place approved calls with the Selective Service System. 
F. Commissioning of Special Registrants , 

Special registrants otherwise qualified may be commissioned 
under the following circumstances: 

(1) upon receipt of an application from a special registrant 
ordered for induction and allocated to the branch of the 
armed forces to which the application is submitted; 

(2) upon receipt of an application for appointment and 
immediate active duty (within 90 days) from a special regis- 
trant who is not under orders for induction as a_ special 
registrant; 

(3) upon receipt of an application for appointment to fill 
a vacancy in the reserve from a priority 4 registrant with 21 
months or more of prior service; 

(4) upon receipt of an application for participation in a 
professional training program; and 

(5) upon receipt of an application from special registrants 
who are also liable under the basic Selective Service Act, 
providing such registrants have, as regular registrants, been 
placed by their local boards in a class available for military 
service. 

G. Determination of Rank 

The rank assigned will be based upon the number of years 
spent in appropriate professional activities subsequent to 
graduation from medical school and prior to the time of entry 
on active duty. The following schedule will apply: 


Physicians and Dentists 


Grade 


Army at and 
Yeurs Air Force Navy 
Ist Lieutenant 
4 or more but less than 11 Captain 
ll or more but less than 18 Major 


Lieutenant (j. g.) 
Lieutenant 
Lieut. Commander 
Commander 

° Persons with 25 or more years of professional experience who have 
achieved national promine nee as authorities in their particular specialty 


may be appointed in the grade of colonel in the Army or Air Force or 
as captains in the Navy 
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H. Readjustment of Grades 

Any physician appointed in a reserve component or now 
serving on active duty who would have been entitled to a 
higher grade if the subject directive or Public Law 84, 83rd 
Congress, had been in effect at the time of his current appoint- 
ment, will be entitled to an adjustment of grade. 

In the case of a reservist, he will, immediately prior to 
being ordered to active duty, be reappointed or promoted to 
such higher grade. A special registrant on active duty will, at 
the earliest practicable date, be reappointed or promoted to 
such higher grade. 

Pursuant to the “Doctor-Draft” law, appointments to grades 
higher than major or lieutenant commander can be made 
without referral of the case to a board of officers convened 
by the secretary of the service concerned. 


I. Ordering Commissioned Personnel to Active Duty 

(1) Reserve medical personnel will, insofar as practicable, 
be ordered to duty in accordance with the priorities established 
in the “Doctor-Draft” law. . 

(2) Members assigned to organized reserve units will be 
called to active duty as individuals in accordance with their 
priority except when their units are brought into active duty. 

(3) Physicians who are members of a national guard unit 
will not be called to active duty at this time (unless the unit 
is called), providing they were members of such a unit prior 
to June 25, 1950. 

(4) The “essentiality” of medical reservists will be deter- 
mined by the National Advisory Committee to the Selective 
Service System. Requests for delay on this basis may be made 
by a physician or an employer directly to the branch of the 
armed forces involved. An appeal may be submitted directly 
to the Secretary of Defense in the event that a request for such 
a delay is disapproved. 

(5) Any physician qualified for a reserve commission is 
given an opportunity to volunteer for a period of active duty 
of not less than 24 months. 


J. Interservice Transfer 


Physicians holding reserve commissions in the armed serv- 
ices may apply for transfer to another service. An application 
containing specific identifying information must be submitted 
through command channels and must bear the endorsement of 
the parent and requested departments, irrespective of their 
approval or disapproval in each case. 


MEDICAL MOTION PICTURES 


The Frustrating Fours and the Fascinating Fives: Ages and Stages 
Series: 16 mm., black and white or color, sound, showing time 21 minutes. 
Produced in 1952 by Crawley Films Ltd., Ottawa, for the National Film 
Board of Canada. Procurable on purchase (color $175.00, black and 
white $95.00) from McGraw Hill Text Films, 330 West 42nd Street, New 
York 36. For rental, consult local film libraries. 


With the emphasis on the normal child, the film deals with 
common incidents in the lives of 4-year-old and 5-year-old 
children and interprets them in the light of underlying be- 
havior patterns and growth needs. The 4-year-old who knocks 
down his well-behaved younger cousin and calls his mother 
a “stinker” in front of the relatives, the bewildered 5-year- 
old confronted with his dead canary, and the children happily 
playing cowboy and shooting games, are only three among 
the many situations portrayed that will provide excellent dis- 
cussion material. The nursery school and kindergarten scenes, 
with their comparison of the different kinds of behavior and 
direction needed at 4 and 5, should also be very helpful for 
parents and teachers. This film is recommended for the fol- 
lowing groups: parents of young children, nursery and kinder- 
garten teachers, pediatricians and pediatric nurses, and social 
work trainees in child care and child guidance programs. 


J.A.M.A., Nov. 28, 1953 


Since the film is self-explanatory and does not involve psy- 
chiatric concepts, it could be shown without discussion on the 
part of a professional consultant. The film is very good from 
a production standpoint. 


BUSINESS PRACTICE 


The following material is adapted from a public relations 
manual issued by the Public Relations Department of the 
American Medical Association.—ED. 


MORE ABOUT FEES 


The best way to arrive at a fair scale of fees is to check 
with the county medical society and other physicians. Fees 
differ somewhat in various communities and in different parts 
of the country. Many medical societies have worked up in- 
formal, unpublicized average fee schedules that can serve as 
a guide to local physicians in setting their charges. Some 
societies are publicizing average fee schedules so that patients 
know about how much a physician should charge for such 
routine medical procedures as office, house, or hospital calls. 
These schedules serve as a yardstick by which to measure 
fees. The old philosophy of charging the wealthy more for 
their medical care in order to provide charity to the needy 
is fast fading. Any ethical physician will donate his care to 
those who are unable to pay if he knows the circumstances. 
Today most physicians have informal fee schedules of their 
own—sometimes existing only in their heads—based on their 
actual experience in the community. They charge a fee that 
can be lowered or cancelled under certain circumstances. 

Though every doctor should charge enough to command 
respect, his fees should be reasonable and consistent with the 
average patient’s ability to pay. A physician sells his time 
and his services, but he cannot set his fees on the basis of 
the time spent per patient. Nor can his fee for an intangible 
service be compared with the price of a piece of merchandise. 
Because every patient is different, medicine must be practiced 
on a personalized basis. Medical care has little value except 
to the patient himself—therefore, values of similar services 
differ. No one but the doctor himself is in a position to esti- 
mate the value of these services. Sometimes a patient may 
question a medical fee. Many physicians then say: “This seems 
to me to be a fair fee for your case, but you pay me what 
you think it is worth.” Nearly every physician who uses this 
method reports that the patient will pay the original sum asked 
and sometimes will pay a little more. 

Once he has established a fee, a physician should adjust 
charges only on a cost basis. According to a professional 
management official, 15% to 20% is a fair profit for a phy- 
sician. Sometimes he can cut his fees on an efficiency basis. 
It is impossible to put bargain rates on good medical care, 
but every doctor can strive to give better medical service per 
dollar and should remember that he is never successful because 
of the price he places on his services—he is successful only 
because he is a good doctor doing a good job. Here, in brief, 
are tips on how to set fees fairly: 

1. Check with the county medical society to learn what 
average fees are in the area. 

2. Check with other physicians to learn what fees are 
charged. 

3. Charge a reasonable fee that can be lowered or can- 
celled if circumstances warrant. 

4. Charge enough to command respect. 

5. Set fees consistent with the average patient’s ability to 
pay. 

6. Adjust fees on a cost basis only. 

7. Do not put bargain rates on medical care; this tends to 
lower quality. 

8. Give the best medical service possible per dollar. 
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MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


A.M.A. Am. J. Diseases Children, Chicago 


86:265-394 (Sept.) 1953 


Studies in Respiratory Insufficiency: I. Carbon Dioxide and Oxygen 
Studies in Early Respiratory Paralysis in Poliomyelitis. D. G. Dickin- 
son, J. L. Wilson and B. Graham.—p. 265. 

*Aerosol Trypsin in Respiratory Complications of Bulbar Poliomyelitis: 
Report of Case. C. Varga and J. Wild.—p. 273. * 

*Transabdominal Pneumoperitoneum as an Aid in Diagnosis of Sex- 
Endocrine Disturbances. R. H. Kunstadter, H. S. Guterman and A. S. 
Tulsky.—p. 275. 

Quantitative Variations in Respiration of Newborn Infant. P. J. Howard 
and A. R. Bauer.—p. 284. 

Tuberculous Pericarditis in Children. G. L. Boyd.—p. 293. 

Present Status and Future Possibilities of Vaccine for Control of Polio- 
myelitis. A. B. Sabin.—p. 301. 

Epidemiological Aspects of Gamma Globulin Prophylaxis in Poliomyelitis: 
Critical Evaluation. J. A. Bell.—p. 311. 


Aerosol Trypsin in Bulbar Poliomyelitis—Aerosol trypsin 
therapy was instituted in the treatment of a 6-year-old boy 
with bulbar poliomyelitis complicated by respiratory difficulty 
despite a tracheotomy. Accumulation of extremely tenacious 
mucus made it difficult to suction the tracheotomy tube and 
the trachea. The aerosol therapy was continued twice daily 
for seven days. Ten minutes before each aerosol trypsin ad- 
ministration, the patient was given 10 mg. of diphenhydramine 
(Benadryl) hydrochloride to prevent possible allergic reactions. 
Usually, the therapy was completed in about 10 to 15 minutes. 
There was general improvement in the patient following each 
such administration, with a pronounced increase in the 
fluidity of the aspirated secretions, making aspirations much 
easier and more effective. With the gradual improvement of 
the patient, aerosol trypsin therapy was given only once daily 
for four more days and then discontinued. Subsequently 
several respiratory infections occurred in the patient, and at 
one time segmental atelectasis was demonstrated by roentgen 
rays and by a definite decrease in tidal volume. Aerosol 
therapy was reinstituted and was given twice daily for four 
days. There was prompt improvement, with apparent clearing 
the atelectasis. 


Diagnostic Pneumoperitoneum in Sex-Endocrine Disturbances. 
—Transabdominal pneumoperitoneum was performed in 16 
patients between the ages of 21 months and 23 years with 
sex-endocrine disturbances. Seven patients had _ ovarian 
agenesis, One primary hypopituitarism, two pituitary hypo- 
Ovarianism, One cystic ovary, two constitutional sexual pre- 
cocity, and three pseudohermaphroditism. The technique con- 
sisted of introducing 500 cc. of carbon dioxide into the 
peritoneal cavity and then visualizing roentgenographically 
the outlines of the pelvic viscera. No hazards were observed. 
Results showed that transabdominal pneumoperitoneum may 
aid in establishing the clinical diagnosis and thus avoid laparo- 
tomy in some sex-endocrine disturbances in which detailed 
physical examination as well as available laboratory studies 
may be diagnostically inconclusive. The method is of special 
value in the study of children with such disturbances because 
of the difficulty of adequate pelvic examination. Early diag- 
nosis is desirable in order to plan future medical and/or 
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surgical management. Recently the authors performed pneumo- 
peritoneum on an 11-week-old infant with pseudohermaphrodi- 
tism. Female pelvic structures were clearly demonstrated. No 
untoward reaction resulted from the procedure. 


A.M.A. Arch. Dermat. and Syphilol., Chicago 


68:241-362 (Sept.) 1953 


Chondrodermatitis Nodularis Chronica Helicis: Report of 94 Cases and 
— of Literature, with Emphasis Upon Pathogenesis and Treat- 
ment. V. D. Newcomer, C. G. Steffen, T. H. Sternberg and L. Lichten- 
Stein 241. 

Action of Cortisone on Skin of Experimental Animals: Investigations on 
Protection Against Several Types of Injury to Skin. J. M. Hitch. 
—p. 256. 

Dermatitis of Hands: Etiology and Principles of Treatment, with Observa- 
tions Concerning Hyperkeratotic Dermatitis of Volar Skin. R. L. 
Sutton Jr. and S. Ayres Jr.—p. 266. 

Carcinoma of Limbus: Report of 19 Cases Treated with Radium and 
Effect of Gamma Radiation Upon Eye. E. R. Seale.—p. 286. 

Topical Use of Polymyxin-Bacitracin Ointment in Dermatology. R. L. 
Kile, E. Rockwell and J. Schwarz.—p. 

Tyrotrace in Topical Therapy. J. L. Miller, H. V. Velsor and B. A. 
Johnson.—p. 303. 

Fluorescence of Microsporum Audouini-Infected Hair: II. Cultural 
Studies. H. M. Robinson Jr., F. H. J. Figge and E. S. Bereston. 
—p. 311. 

Dysidrosis (Pompholyx). W. B. Shelley.—p. 314. 

Skin Hemangioma and Retrolental Fibroplasia. G. C. Andrews and A. N. 
Domonkos.—p. 32 

Desensitization of Penicillin-Sensitive Patient. L. J. Alexander.—p. 323. 

Fatal Shwartzman Reaction During Antibiotic Therapy. L. M. Nelson and 
E. Braslow.—p. 328. 


A.M.A. Arch. Internal Medicine, Chicago ~*~ 
92:299-454 (Sept.) 1953 


*Uses and Misuses of Radioactive Iodine in Treatment of Cancer of 
Thyroid. R. W. Rawson, J. E. Rall and J. Robbins.—p. 299. 

Toxoplasmosis: III. Study of Families Exposed to Their Toxoplasma- 
Infected Pet Dogs. C. R. Cole, J. A. Prior, F. L. Docton and others. 
—p. 308. 

*Id.: IV. Report of Three Cases with Particular Reference to Asympto- 
matic Toxoplasma Parasitemia in Young Woman. J. A. Prior, C. R. 
Cole, F. L. Docton and others.—p. 314. 

Primary Benign Peptic Ulcers of Greater Curvature of Stomach: Re- 
view of Literature and Report of Four New Cases. L. Baker and 
F. A. Gattas.—p. 321. 

Treatment of Pneumococcal Pneumonia with Erythromycin and Carbo- 
mycin (Magnamycin). P. A. Bunn and E. Cook.—p. 333. 

Rate of Blood Regeneration After Blood Loss. D. H. Coleman, A. R. 
Stevens Jr., H. T. Dodge and C. A. Finch.—p. 341. 

Hemopericardium Associated with Anticoagulant Therapy. P. A. Izzo, 
R. C. Stevens, A. J. Tomsykoski and C. E. Rodriguez.—p. 350. 


Radioactive Iodine in Treatment of Cancer of Thyroid.—As 
a result of their 10 years’ experience with radioactive iodine 
in the treatment of cancer of the thyroid, the authors state 
that radioactive iodine should be used for treating cancer of 
the thyroid (1) in patients whose tumors cannot be removed 
by surgery and (2) in patients whose cancers are capable of 
concentrating cancerocidal doses of radioiodine without serious 
damage to extrathyroid tissues. The misuses of radioiodine 
in the treatment of cancer of the thyroid occur (1) when it is 
used for patients whose tumors could be removed by surgery, 
(2) when it is used for patients whose tumors concentrate so 
little of the isotope that a therapeutic effect is impossible, 
(3) when so little radioactive iodine is used that it destroys 
only the function without any therapeutic effect, and (4) when 
the radioactive iodine is administered in doses that are so 
great (single or cumulative) that serious body irradiation 
occurs. In the authors’ clinic patients with metastatic car- 
cinoma of the thyroid who are under consideration for treat- 
ment with radioactive iodine are first evaluated as to the 
capacity of their tumors to concentrate radioactive iodine by 
administration of tracer doses of the isotope. If the urinary 
excretion is less than 40% of the administered dose, the 
patient is considered a candidate for treatment, and a second, 
but larger, test dose of I'*! is given, after which daily urinary 


| 
1203 
153 


1204 MEDICAL LITERATURE ABSTRACTS 


excretion is determined, in vivo measurements are made over 
the tumor at 48 hours, and the blood level is determined daily 
for at least seven days and plotted graphically. From the 
graphic plot of blood levels and the I'*! retained in the body 
the amount of radiation that will be delivered to the hemato- 
poietic system and other extrathyroidal tissues is calculated. 
From this calculation and the estimated size of the tumor 
the authors try to determine whether they can deliver a 
cancerocidal dose of I'*! without doing the patient serious 
harm. Then a maximum but safe dose of radioactive iodine 
is administered. By following these rather rigid criteria in 
treating 35 patients with cancer of the thyroid, 10 patients 
obtained objective improvement, 10 showed transient objec- 
tive improvement, 8 were therapeutic failures, and 7 were 
treated too recently for evaluation. The results obtained dem- 
onstrated that a large number of cancers of the thyroid can 
be made to assume certain functions of normal thyroid tissue, 
and certain cancers of the thyroid can be at least partially 
destroyed with radioactive iodine. 


Toxoplasmosis.—In a study of families exposed to pet dogs 
infected with toxoplasmosis, Prior and co-workers found a 
26-year-old woman with Toxoplasma parasitemia who ap- 
peared to be in excellent health and a 28-year-old woman 
with toxoplasmic encephalitis and neuroretinitis. The younger 
woman had been in close contact with the infected dog for 
four weeks. Leukocytosis and a Toxoplasma antibody titer of 
1:160 revealed by the dye test were the only observed devi- 
vations from normal. The occurrence of T. parasitemia in this 
young woman substantiated the concept that there must be 
asymptomatic Toxoplasma infections in women of child-bear- 
ing age to serve as a source of the congenital toxoplasmosis. 
Although the authors did not have proof that the patient con- 
tracted T. parasitemia from the sick dog, the relationship of 
active toxoplasmosis in the dog and T. parasitemia in the 
young woman appears to be more than coincidence. Since 
tonsillitis, pneumonitis, and enteritis were observed in the dog 
at autopsy, dissemination of the Toxoplasma was possible 
through the sputum, saliva, and feces. Demonstration of 
acquired toxoplasmosis in the adult is uncommon. The infec- 
tion in the young woman with encephalitis was considered to 
be acquired because of the acute symptoms of recent origin 
and the high Toxoplasma antibody titer revealed by the com- 
plement-fixation and dye test. Concurrently, her pet dog had 
toxoplasmosis of the digestive tract, making dissemination of 
organisms in the vomitus and feces a possible source of her 
infection. A third case of toxoplasmosis is reported in a 2- 
year-old girl having concurrent severe pertussis that “masked” 
the disease. The child died and necropsy revealed focal myo- 
carditis with numerous intracellular Toxoplasma organisms. 
There was perivascular round cell infiltration in the brain, 
and Toxoplasma pseudocysts were observed in and around 
focal areas of necrosis and granulomatous inflammation. It 
was impossible to obtain the cooperation of the family for 
any correlative search for Toxoplasma infection in other mem- 
bers of the family or the household pets. 


A.M.A. Arch. Neurology and Psychiatry, Chicago 
70:277-412 (Sept.) 1953 


Language as Expressive Behavior. M. Lorenz.—p. 277. 

Dynamics of Cure in Psychiatry. I. Galdston.—p. 286. 

Changes with Age in Spinal Cord. A. A. Bailey.—p. 299. 

Relation Between Personality Factors and Fatigue in Severe Poliomyelitis. 
J. H. Conn.—p. 310. 

Anxiety and Depressive States Treated with Isonicotinyl Hydrazide 
(Isoniazid). H. M. Salzer and M. L. Lurie.—p. 317. 

Cerebrospinal Nematodiasis: Focal Encephalomyelomalacia of Animals 
by Nematodes (Setaria Digitata); Disease Which May Occur in Man. 
J. R. M. Innes and C. Shoho.—p. 325. 

Effects of Isotonic Intravenous Solutions on Normal and Increased 
Intracranial Pressure. R. A. Fishman.—p. 350. 

Effects of Intensive Psychotherapy on Epileptic Children: Report on 
Three Children with Idiopathic Epilepsy. L. A. Gottschalk.—p. 361. 

Studies in Myasthenia Gravis: Use of Edrophonium Chloride (Tensilon) 
in Differentiating Myasthenic from Cholinergic Weakness. K. E. Osser- 
man and L. I. Kaplan.—p. 385. 

Evidence for Suppression from Temporal Lobe in Monkey. J. Huertas, 
D. O'Doherty and F. M. Forster.—p. 393. 

Angiographic Changes in Sudden and Severe Herniation of Brain Stem 
Through Tentorial Incisure: Report of Five Cases. J. Riishede and 
S. Ethelberg.—p. 399. 


J.A.M.A., Nov. 28, 1953 


A.M.A. Arch, Surgery, Chicago 


67:129-296 (Aug.) 1953 
Is a Scientific Program Sufficient? R. K. Gilchrist.—p, 131. 
Alpha-Tocopherol and Alpha-Tocopherol Phosphate in Prophylaxis of 


Thromboembolism. R. H. Moorman Jr., H. E. Snyder, C. D. Snyder 
and W. A. Grosjean.—p. 137. 

*Use of Bishydroxycoumarin (Dicumarol) for Prevention of Postoperative 
Thromboembolism: Study of 2,700 Consecutive Surgical Patients. 
E. Milch, L. Berman and R, Egan.—p. 142. 

Definitive Treatment of Fresh Injuries to Large Blood Vessels. J. J. 
Cranley and L, G. Herrmann.—p. 153. 

*Translumbar Aortography as Diagnostic Aid in Localizing Arterial Em- 

boli. C. G. Lovingood and R. Patton.—p. 164 


Carcinoma of Thyroid: Clinicopathologic Study. H. N. Crabtree and 
D. C. Hunter Jr.—p. 175. 


*Criteria for Therapy of Malignant Thyroid Lesions with IP. C. V. 
Meckstroth and G. M. Curtis.—p. 

Carotid Body Tumors: Report of 12 Cases, Including 1 Case with Proved 
Visceral Dissemination. H. M. Morfit, H. Swan and E. R. Taylor. 
—p. 194, 

Combined Operations for Intraoral and Laryngeal Carcinoma. O. H. 
Beahrs, K. D. Devine and A. H. Pemberton.—p. 215. 

Localization of Radioactivity in Regional Lymph Nodes. H. F. Berg, 
W. M. Christophersen, A. M. Isaacs and J. R. Bryant.—p. 228. 

Relationship of Pulmonary Functional and Pathological Changes in 
Mitral Stenosis. G. H. A. Clowes Jr., D. B. Hackel, R. P. Mueller and 
D. G. Gillespie.—p. 244. 


Chronic Lung Abscess: 15 Years of Change. R. E. Taber and J. L. 
Ehrenhaft.—p. 259 


Etiology and Management of Spontaneous Pneumothorax. R. L. Rapport, 
A. A. Thurlow Jr. and K. P. Klassen.—p. 266. 

Prevention and Management of Injuries to Pulmonary Vessels During 
Pulmonary Resection. H. J. Mendelsohn.—p. 276. 

Technique for External Drainage of Biliary Tract Which Leaves Ducts 
Intact: An Experimental Study. J. H. Grindlay, J. Eberle and 
W. Walters—p. 289. 


Prevention of Postoperative Thromboembolism.—In 2,700 
consecutive surgical patients, the indications and _ contra- 
indications for prophylactic administration of bishydroxy- 
coumarin (Dicumarol) were established for the first 1,144 
patients, 872 of whom were considered to be excellent sur- 
gical risks giving little reason to expect an _ intravascular 
thrombosis in the postoperative period, while 272 were given 
prophylactic anticoagulant therapy. There were 41 postopera- 
tive thromboembolic complications in 35 of the 872 untreated 
patients, an incidence of approximately l*in every 25 patients, 
i.e., an incidence of 4% that is much higher than that 
reported in the literature. The incidence of pulmonary emboli 
in the 872 untreated patients was 1.6%, with a mortality rate 
of 0.34%. Among the 272 patients who received bishydroxy- 
coumarin prophylactically, signs of thrombophlebitis developed 
in 2, an incidence of 1 in 136 patients. There were no fatalities 
or pulmonary emboli observed in the treated patients. The 
indications and contraindications for the prophylactic use of 
bishydroxycoumarin that had been established in these first 
1,144 patients are outlined; they were rigidly followed in the 
selection of patients for anticoagulant therapy among the suc- 
ceeding 1,556 consecutive patients. In this second series, 728 
patients either did not have the indications for the therapy 
or had definite contraindications to its use. In this untreated 
group, signs and symptoms of thrombophlebitis occurred in 
two patients, an incidence of | in every 264 patients (0.27%). 
Strict adherence to the indications and contraindications for 
the selection of patients for therapy resulted in a lowering 
from 4% to 0.27% the incidence of postoperative thrombo- 
embolic complications in the untreated group of patients. The 
remaining 828 patients had definitely recognizable indications 
for the therapy and were given 200 to 300 mg. of bishydroxy- 
coumarin the morning of the surgical intervention, and an 
additional 100 to 200 mg. was administered on the first post- 
operative day and none to 100 mg. on the second postoperative 
day. Daily prothrombin times were obtained and the daily 
maintenance dose was regulated according to the prothrombin 
time. Once the response of the patient to the drug was ascer- 
tained, the prothrombin time was checked two to three times 
a week and minor adjustments in the daily dosage of the drug 
were made. The prothrombin time was maintained at two to 
three times normal, or from 25 to 40 seconds, and the prophy- 
lactic therapy was continued until the patient was _ fully 
ambulatory and for a minimum of 10 days. Among the total 
number of 1,100 patients (272 in the first series, and 828 in 
the second series) treated prophylactically with bishydroxy- 
coumarin, Clinical evidence of a thrombophlebitis developed 
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in only 3 or an incidence of 0.27%. There were no instances 
of pulmonary embolism. Hemorrhagic episodes occurred in 
eight while they were receiving the anticoagulant therapy. 
In five of the eight patients these episodes were considered 
minor and cessation of the drug was adequate to control 
bleeding; in the remaining three, severe hemorrhagic compli- 
cations necessitated the intravenous administration of large 
doses of vitamin K and transfusions of fresh whole blood. 


Arterial Emboli—Aortography.—Translumbar  aortography 
using Wylie’s two needle technique was employed as a diag- 
nostic aid in localizing arterial emboli in five patients. In the 
first patient the aortogram revealed a block in the left common 
iliac artery; a bilateral femoral block was demonstrated in 
the second patient, and block of the aorta from a saddle 
embolus was shown in the remaining three patients. Trans- 
lumbar aortography is a safe procedure with few contra- 
indications. It is simple to perform and requires only a few 
minutes. Hours may be saved in the management of an arterial 
embolus if there is any question of diagnosis. There is no 
need to delay operation to perform aortography. Anesthesia is 
started and aortography is done while the operating room 
is being set up for surgical intervention. If operation is in- 
dicated, anesthesia is continued and embolectomy is accom- 
plished. The incision can be made for precise exposure of the 
embolus, with a minimum of operating time. Translumbar 
aortography aids in the management of peripheral arterial 
emboli, as it establishes the diagnosis and localizes the oc- 
clusion. 


Radioiodine Treatment for Thyroid Cancers.—Uptake of 
radioactive iodine (I'*!) in the primary or metastatic lesions 
of 47 patients with thyroid carcinoma was studied to deter- 
mine the criteria for I'*! therapy. Of the 47 patients, 13 had 
papillary carcinoma, 17 had adenocarcinoma with varying 
amounts of colloid formation, and 17 had carcinoma of the 
undifferentiated type. None of the patients with undifferenti- 
ated or papillary types of carcinoma showed any appreciable 
uptake of I'*! in the primary or metastatic lesions. Eight of 
17 patients with adenocarcinomas with colloid formation had 
metastases, and 3 of these showed sufficient uptake for I'*! 
therapy to cause diminution in size of the lesions. In only 
these three patients who were benefited by I'*! therapy was 
the necessary indication present, that of functioning metastases. 
When in only 3 of 47 patients, or 7%, the lesions are 
amenable to radioactive iodine therapy, even though dramatic, 
it is obvious that early and adequate surgery is still the best 
weapon against this form of carcinoma. If therapy with I'*! 
is indicated, an initial dose of 25 to 50 mec. should be given. 
This will occasionally produce signs of tracheitis and sub- 
acute thyroiditis in about three to six weeks. This complica- 
tion is easily tolerated by the patient. Six to eight weeks later 
a dose of 100 mc. may be given and repeated every four to 
six months until the desired effect is obtained or until the 
lesions no longer take up I'*!, The patient will have myxe- 
dema in several months with this schedule and should be kept 
in that state if he can tolerate it. Intermittent administration 
of desiccated thyroid, 2 to 3 grains (0.12 to 0.20 gm.) became 
necessary to relieve a state of catatonic schizophrenia produced 
by prolonged myxedema in one of the author's patients. 


American Journal of Clinical Pathology, Baltimore 


23:841-950 (Sept.) 1953 
Critique on Icterus Index Determination. R. J. Henry, O. J. Golub, 
Berkman and M. Segalove.—p. 841. 

False Positive Reactions in Serologic Diagnosis of Syphilis, and Their 
Relation to Test for Immobilization of Treponema Pallidum. J. A. 
Kolmer and E. R. Lynch.—p. 854. 

Citrate Clotting Time in Anticoagulant Therapy. S. Losner and B. W. 
Volk.—p. 866. 

Activation of Purified Prothrombin with Hemophilic Plasma. S. A. John- 
son.—p. 875. 

Sarcoidosis of Skeletal Muscle: Report of 6 Cases and Review of 
Literature. L. W. Powell Jr.—p. 881. 

Systemic North American Blastomycosis: Report of Case with Small 
Forms of Blastomycetes. J. G. Tuttle, H. E. Lichtwardt and C. H. 
Altshuler.—p. 890. 

Giant Forms of Histoplasma Capsulatum in Tissue Explants. J. Schwarz. 
—p. 898. 

Dual Infection with Blastomyces Dermatitidis and Histoplasma Capsu- 

latum: Report of Fatal Case in Man. J. M. Layton, A. P. McKee 

and F, W. Stamler.—p. 904. 
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American Journal of Medical Sciences, Philadelphia 
226:241-356 (Sept.) 1953 


Mechanical Production of Expiratory Flow Rates Surpassing Capacity 
of Human Coughing. A. L. Barach, G. J. Beck and W. Smith.— 
p. 241. 


*Arterial Hypertension: Therapeutic Effect of Sodium Restriction Com- 
bined with 1-Hydrazinophthalazine or Dibenzyline. R. J. Gill, G. G. 
Duncan and D. J. Reinhardt.—p. 249. 

Homologous Serum Hepatitis Following Use of Fraction IV Prepared 
from Postpartum Plasma: Report of Four Cases. D. Yi-Yung Hsia, 
J. H. Kennell and S. S. Gellis.—p. 261. 

Effect of Oral Administration of Combinations of Pentylenetetrazol and 
Barbiturates. T. Koppanyi and J. F. Fazekas.—p. 265. 

Effect of Intravenous and Intramuscular Paritol on Clotting Time. H. L. 
Beazley, W. J. Foster, A. A. Ory and D. W. Chapman.—p. 275. 
*Hyperactive Carotid Sinus Reflex of Cardio-Inhibitory Type in Indi- 

viduals with Auricular Fibrillation. L. A. Soloff and J. Zatuchni. 


—p. 281. 


Correlation Between Active Rheumatic Lesions in Left Auricular Appen- 
dage and Elsewhere in Heart. M. Kuschner and L. Levieff.—p. 290. 

Effects of Renin in Rats Pretreated with Hydrocortisone and Somato- 
trophin. G. M. C. Masson, F. del Greco, A. C. Corcoran and I. H. 
Page.—p. 296. 

Effect of ACTH on Eosinophil Count in Peripheral Blood and Bone 
Marrow. S. W. Root and G. A. Andrews.—p. 304. 

Acute Nephrosis: Kidney of Acute Renal Failure. D. Waugh.—p. 310. 

Epidemiologic Inferences Derived from Maternal Age. B. MacMahon 
and J. E. Gordon.—p. 326. 


Arterial Hypertension.—Fifteen outpatients between the ages 
of 36 and 59 years with arterial hypertension, with moderately 
good renal function, and without azotemia were treated with 
low sodium diets combined with cation exchange resins and 
hydralazine hydrochloride (Apresoline). The diets prescribed 
contained 1 gm. of sodium used in conjunction with 45 gm. 
daily of the cation exchange resin, Resodec, or 48 gm. daily 
of carbocrylamine resin (Carbo-Resin) taken after meals. 
These were supplemented by potassium citrate (1 gm.) and 
calcium lactate (0.06 gm.) in cherry syrup daily taken a few 
hours from the time of resin administration. Hydralazine was 
started with 75 mg. daily, was gradually increased to the 
point of effectiveness or intolerance (average dose 275 mg. 
daily), and was given before meals. The duration of com- 
bined therapy was 242 to 10 months. Seven patients went 
through the complete cycle of therapies, five went through 
two-thirds of the cycle, and three were unable to tolerate 
hydralazine. Results showed that hydralazine combined with 
restriction of dietary sodium in conjunction with cation ex- 
change resins is of value in obtaining a significant reduction 
of blood pressure and improvement in the cardiovascular and 
renal function in some patients with arterial hypertension in 
whom each of these agents used alone is of little or no value. 
Smaller doses of hydralazine may be used in this combined 
therapeutic program than are needed when the drug is ad- 
ministered alone. It seems logical that this effect should occur 
since one is attacking the hypertension with two means each 
of which has a different mechanism of action. Although the 
exact role of sodium in hypertension is not known there is 
some evidence that its depletion contributes to a decrease in 
peripheral vascular resistance, while the action of the hydrala- 
zine seems to be as a neutralizer of a pressor substance elabo- 
rated by the midbrain and perhaps of other humoral agents. 
Dibenzyline 
an adrenergic blocking agent affecting sympathetic stimuli 
peripherally at the nerve endings, was given combined with 
a low sodium, cation exchange resin regimen in an average 
daily dose of 100 mg. to 34 outpatients between the ages of 
38 and 60 years with hypertension. This combined therapy 
was used for two to six months. Of the 34 patients, 13 (38%) 
could not, or would not, take it long enough to permit evalu- 
ation of its hypotensive effect. In some of the remaining 21 
patients dibenzyline administered in conjunction with low 
sodium, cation exchange resin therapy caused an additional 
fall in blood pressure below that attained with either type of 
therapy alone, but this gain was largely offset by the high 
incidence of undesirable side-effects and by the frequency of 
escape of the hypertension from the effect of the drug. 


Hyperactive Carotid Sinus Reflex of Cardio-Inhibitory Type. 
—In 13 of 20 patients with auricular fibrillation, carotid 
sinus pressure produced no significant decrease in ventricular 
rate or symptoms other than those attributable to direct local 
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pressure. In the remaining seven, six men between the ages 
of 40 and 81 and one 70-year-old woman, a _ hyperactive 
carotid sinus reflex of the cardioinhibitory type was produced 
almost simultaneously. In three of these seven patients, each 
with a history of syncope, ventricular standstill occurred. In 
the other four, two of whom had a history of recurrent epi- 
sodes of dizziness and lightheadedness, the ventricular re- 
sponse was abruptly and significantly slowed and became 
regular. The auricular complexes appeared to be unchanged 
in frequency. The QRS complex became larger in two, an 
R-wave was abolished in one, and, in another, the configura- 
tion of complete left bundle branch block of 9 years’ duration 
was transformed to that of normal conduction. Observations 
indicated that the predominant effect of carotid sinus pres- 
sure in these patients was upon the auriculoventricular node. 
It is important to recognize this carotid sinus syndrome be- 
cause it alarms the patient and yet does not have as serious 
a prognosis as do other types of cardiac syncope. Therapy 
directed toward increasing myocardial efficiency and blocking 
the reflex arc somewhere in its course, may be effective in 
preventing recurrent attacks. 


American Journal of Obstetrics & Gynecology, St. Louis 
66:465-696 (Sept.) 1953. Partial Index 


Intravascular Clotting and Afibrinogenemia, Presumptive Lethal Factors 
tors in Syndrome of Amniotic Fluid Embolism. D. E. Reid, A. E. 
Weiner and C. C. Roby.—p. 465. 

*Pathologic Anatomy of Eclampsia, Bilateral Renal Cortical Necrosis, 
Pituitary Necrosis, and Other Acute Fatal Complications of Preg- 
nancy, and Its Possible Relationship to Generalized Shwartzman 
Phenomenon. D. G. McKay, S. J. Merrill, A. E. Weiner and others. 
—p. 507. 


Immediate Effects of Prolonged Labor with Forceps Delivery, Pre- 
cipitate Labor with Spontaneous Delivery, and Natural Labor with 


Spontaneous Delivery on Child. B. E. Tucker and H. B. Benaron. 
—p. 540. 


*Remote Effects of Prolonged Labor with Forceps Delivery, Precipitate 
Labor with Spontaneous Delivery, and Natural Labor with Spon- 
taneous Delivery on Child. H. B. W. Benaron, M. Brown, B. E. 
Tucker and others.—p. 551. 


Opinions of Private Physicians of Medical Care Program: Experience in 
Emergency Maternity and Infant Care Program in New York City. 
L. Baumgartner, M. E. Wegman and H. M. Wallace.—p. 569. 

Congenital Anomalies of Uterus Associated with Pregnancy: An Analysis 
of 118 Cases from Literature with Report of Nine Additional Cases. 
W. S. Baker Jr., R. L. Roy, C. E. Bancroft and others.—p. 580. 


Treatment of Hyperemesis Gravidarum with Cortisone. I. Fetal Results. 
C. N. Wells.—p. 598. 
Use of Banthine in Nausea and Vomiting of Pregnancy. J. E. Weber, 
A. M. Fetchko, A. W. Corcoran and J. H. Carroll.—p. 602. 
Descent of Presenting Part in Pregnancy and Labor. T. F. Redman. 
. 607. 


Etiology and Management of Idiopathtic Pelvic Pain. G. D. Patton. 
611. 


Volume of Amniotic Fluid in Early Months of Pregnancy. I. W. Monie. 
616. 


Hysterosalpingography Studies Following Ectopic Pregnancy. D. G. Cook 
and J. A. Butt.—p. 626 

Sickle-Cell Anemia Complicating Pregnancy. L. J. Caruso.—p. 637. 

Development of Total Blindness as Complication of Pregnancy. F. Car- 
penter, H. L. Kava and D. Plotkin.—p. 


Adrenal Hemorrhage in Pregnancy. W. F. Detessen and J. Goldzieher. 
648. 


An Experiment in Teaching of Obstetrics and Gynecology at Graduate 
Level: Application of Clinical Psychiatry in Teaching of Obstetrics and 
Gynecology. K. M. Wilson, J. C. Donovan and J. Romano.—p. 654 


Pathological Anatomy of Eclampsia and Other Fatal Compli- 
cations of Pregnancy.—From the cases of maternal deaths that 
occurred at the Boston Lying-In Hospital between 1930 and 
1952 and in which necropsies were performed, 21, i. e., all 
cases of patients with toxemia, eclampsia, premature separa- 
tion of the placenta, pituitary necrosis, bilateral cortical 
necrosis of the kidneys, and fibrin thrombi were studied. 
Eclampsia, bilateral renal cortical necrosis with premature 
separation of the placenta, and pituitary necrosis incident to 
pregnancy have been regarded as more or less distinct, 
separate clinical and pathological entities. The results of the 
authors’ studies suggested that intravascular fibrin deposition 
in arterioles and capillaries throughout the body is responsi- 
ble for the necrosis and hemorrhage seen in eclampsia, bi- 
lateral renal cortical necrosis, and pituitary necrosis associated 
with pregnancy. These cases are often accompanied by severe 
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shock, hemorrhage, and anuria. Fibrinogenopenia and fibrin- 
olysins develop in this group of patients. The pathological 
changes observed in the 21 patients and those in animals 
subjected to the generalized Shwartzman reaction were almost 
identical. It is, therefore, suggested that toxic material sud- 
denly released into the maternal blood stream is responsible 
for the deposition of fibrin, the hemorrhages and necroses, 
and the acute clinical symptoms of shock, anuria and hemor- 
rhage in toxemic patients with premature separation of the 
placenta and in eclamptic patients, and that these conditions 
are manifestations of the generalized Shwartzman phenomenon 
in human beings. In some cases the source of “toxin” may be 
a bacterial infection. In others, particularly those associated 
with toxemia of pregnancy, the “toxin” may be similar to the 
“menstrual toxin” described by the Smiths. 


Remote Effects of Labor on the Child.—Of 135 children 
between the ages of 5 and 15 years who were selected to 
study the remote effects of labor, 47 were in the group of 
those whose mothers had been in prolonged labor with forceps 
delivery, 45 in the precipitate labor with spontaneous delivery 
group, and 43 in the natural labor with spontaneous delivery 
group. Physical, neurological, and psychological examinations 
indicated that precipitate delivery is likely to be more dele- 
terious than the spontaneous natural delivery or prolonged 
delivery with instrumentation. Children whose birth had oc- 
curred rapidly showed a greater incidence of feeble-minded- 
ness, a greater dispersion over the mental years in the 
intelligence test, a greater difficulty in completing geometrical 
figures, and a less well-developed laterality in the use of the 
hands, eyes, and feet. All of these results taken in their 
totality are more characteristic of children who have suffered 
brain injury. Most of the births in the precipitate group were 
among multiparous women. Eighteen of the mothers in this 
group were in labor less than one hour. Contractions occurring 
too frequently, and with too much force, reduce the oxygen 
supply and lead to anoxia. This in turn, can cause edema and 
hyperemia of the brain. Rupture of the bag of waters, with 
precipitate birth, produces sudden changes in_ intracranial 
pressure. Both of these conditions favor cerebral hemorrhage. 
Although the number of children studied was too small to 
warrant general application, the authors’ observations sug- 
gested that if the child survives the neonatal period his chances 
of growth and development are equal after prolonged labor 
and forceps delivery and after natural labor with spontaneous 
delivery. Serious apnea after prolonged labor and forceps 
delivery does not contribute to abnormal mental development 
to a higher degree than spontaneous birth unaccompanied by 
apnea. A developmental clinic is needed to carry out this 
research. A correlation of birth experience with a continuous 
study of the growth and behavior pattern of the child may 
solve the problem of the effect of labor and delivery on the 
future development of the person. 


Am. J. Syphilis, Gonorrhea and Ven. Dis., St. Louis 
37:401-500 (Sept.) 1953 


Address of Welcome to Symposium on Recent Advances in Study of 
Venereal Diseases. D. E. Price.—p. 401. 

Syphilis Mortality During Period of Fifth Revision of International 
Lists of Causes of Death. L. J. Usilton, Q. R. Remein, R. M. Thorner 
and J. F. Donohue.—p. 403. 

Studies of Treponema Pallidum Immobilization (TPI) Test: III. Studies 
on Reproducibility, Effect of Treponemal Concentration, and Failure 
to Demonstrate Sensitization in Vivo. J. Portnoy, S. Olansky and 
W. F. Edmundson.—p. 413. 

Use of Treponema Pallidum Immobilization Test in Syphilis Control 
Program. G. W. Miller and H. B. Smith.—p. 424. 

Treatment of Venereal Diseases in Private Practice in Philadelphia. 
J. W. Lentz and H. Beerman.—p. 427. 

Observations on Penicillin-Treated Cardiovascular Syphilis: I. Uncom- 
plicated Aortitis. H. Eisenberg and M. Brandfonbrener.—p. 439. 

Id.: If. Complicated Aortitis. H. Eisenberg and M. Brandfonbrener. 
—p. 442. 

Treatment of Syphilitic Optic Atrophy by Penicillin, With and Without 
Therapeutic Malaria. J. A. Kenney Jr. and A. C. Curtis.—p. 449. 

Long-Term Evaluation of Efficacy of Mapharsen and Typhoid Vaccine, 
Including Comparison with Penicillin, in Treatment of Early Syphilis. 
E. W. Thomas and G. A. Gleesen.—p. 458. 

Magnamycin—New Antibiotic: Preliminary Report on Its Use in Gonor- 
rhea, Lymphogranuloma Venereum, and Donovanosis. J. C. Whitaker, 
A. Prigot, M. Marmell and E. G. Morgan.—p. 466 
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Am. Practitioner & Digest of Treatment, Philadelphia 


4:591-678 (Sept.) 1953 


What the Clinician Should Know About Hypoxia. P. J. Flagg.—p. 591. 

Aberrations of Potassium Metabolism in Clinical Medicine. S. S. Fajans. 
—p. 594. 

Patient with Heart Disease as Surgical and Obstetric Risk. O. Paul. 
60i. 


Hidden Urinary Obstruction: Value of Residual Urine. G. S. Slater. 
605. 


Diagnosis of Thyrocardiac Disease. S. Silver.—p. 607. 

Ulcerative Colitis Problem. H. C. Breuhaus.—p. 613. 

Combined Use of Intermittent Positive Pressure Oxygen and 2-Ethyl- 
hexanol in Acute Pulmonary Edema. N. E. Reich and B. A. Rosen- 
berg.—p. 616. 

Newer Antimicrobial Agents. H. F. Flippin and E. L. Foltz.—p. 620. 


Treatment of Pyogenic Dermatoses with Bacitracin-Neomycin Ointment. 
Lubowe.—p. 625. 
Relationship of Adrenal Cortex to Manifestation of Certain Metabolic 
Changes and to Certain Diseases. D. J. Ingle.—p. 628. 
Urologic and Surgical Complications in Pregnancy. M. J. Loeb.—p. 636. 


American Review of Tuberculosis, New York 
68:307-504 (Sept.) 1953 


*Occurrence of Histoplasmosis in Epidemics: Etiologic Studies. M. L. 
Furcolow and J. T. Grayston.—p. 3 

Growth of Mammalian Tubercie Bacilli in Tween-Albumin Liquid 
Medium: I. Observations on Proportion of Viable Organisms, Cytology, 
and Virulence of Bacilli at Different Stages of Growth of Strain 
H37Rv. F. Fenner and R. H. Leach.—p. 321. 

Growth of Mammalian Tubercle Bacilli in Tween-Albumin: II. Obser- 
vations on Proportion of Viable Organisms, Cytology, Virulence and 
Antigenicity at Different Stages of Growth of BCG. F. Fenner and 

Leach.—p. 342. 

Electrophoretic Studies of Serum Proteins in Tuberculosis. R. W. Baldwin 
and C. N. Hand.—p. 372. 

Acute Tuberculous Pneumonia in Negro. A. A. Calix, M. M. Ziskind, 
A. J. Leonard and others.—p. 382. 


Study of Irregular Discharges in Veterans Administration Tuberculosis 
Hospital. J. F. Tedesco.—p. 

Pharmacologic Trial of Para-Ethylsulfony! Benzaldehyde Thiosemicar- 
bazone (Berculon B) in Humans, J H. Bankier, R. S. Kennedy, 
A. W. Lees and others.—p. 400. 

Isoniazid in Combined Chemotherapy of Experimental Tuberculosis in 

ice. C. O. Siebenmann.—p. 411. 

Study of Effect of Alcohols on Tubercle Bacilli and Other Bacteria in 
Sputum, M. Frobisher Jr. and L. Sommermeyer.—p. 419. 

Studies on Fractionation of Tuberculin and Johnin: I. Fractionation of 
Tuberculin Proteins. M. A. Jones, A. B. Larsen, T. H. Vardaman and 
L. A. Baisden.—p. 425. 

Studies on Fractionation of Tuberculin and Johnin: Il. Extraction of 
Tuberculin Proteins with Phenol. M. A. Jones, A. B. Larsen, T. H 
Vardaman and L. A. Baisden.—p. 439. 

Studies on Fractionation of Tuberculin and Johnin: HI. Fractionation of 
Johnin Proteins. M. A. Jones, A. B. Larsen, T. H. Vardaman and 
L. A. Baisden.—p. 444. 


Effect of BCG Vaccination on Mice Infected with Tuberculosis. F. K. 
FitzPatrick.—p. 451. 


Histoplasmosis Epidemics.—Etiological studies including skin 
tests, serologic tests, follow-up chest roentgenograms, and 
cultures of soil for pathogenic fungi were carried out in 13 
epidemics of disseminated pneumonitis. Of 116 persons in- 
volved in the outbreaks, 94 were subjected to skin tests and 
all had positive results from the histoplasmin tests. Forty-four 
of 54 serums obtained from the 116 persons within three 
months of the onset of the epidemics showed high titer re- 
actions to the complement fixation and precipitin tests, with 
falls in titer thereafter. Some serologic evidence of histo- 
plasmosis infection was obtained in each epidemic. Pulmonary 
calcification was demonstrated in 61 of 73 persons who were 
examined roentgenographically at least four years after the 
onset of the epidemic in which they were involved. In 42 of 
these persons with calcification, the process was the dissemi- 
nated miliary type. Histoplasma capsulatum was cultured 
from soil samples obtained at the place of infection (point 
source) in 11 of the 13 epidemics studied. Because of the 
occurrence of the disease in groups of persons with similar 
clinical findings and similar reactions to the etiological studies, 
these studies provide conclusive evidence that the epidemics 
were due to histoplasmosis. 
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Anesthesiology, Philadelphia 
14:425-533 (Sept.) 1953. Partial Index 


Contact Ulcer Granuloma and Other Laryngeal Complications of Endo- 
tracheal Anesthesia. C, Jackson.—p. 425. 

Semiclosed Inhalers: Studies of Oxygen and Carbon Dioxide Tensions 
~~gndl Various Conditions of Use. C. H. Swartz, J. Adriani and A. 

ih 

Parsi dhl Response to Surgical Trauma and Anesthesia: I. 
Eosinopenic Response. V. Traina, C. L. Burstein, B. J. Ciliberti and 
E. A. Rovenstine.—p. 449. 

Laboratory Investigation of Pain (Preliminary Report). F. P. Haugen. 
—p. 456. 

Analysis of Gases in Blood with Mass Spectrometer: II. Method for 
Determination of Diethyl Ether in Blood. C. S. Jones, J. M. Saari, 
R. A. Devloo and others.—p. 490. 

Anesthesia in Maxillofacial Surgery. H. P. Makel, L. H. Pou Jr., and 
J. E. Chipps.—p. 498. 


Annals of Allergy, Minneapolis 
11:419-554 (July-Aug.) 1953 


Bone Maturation and Capillary Microscopy as Indicators for Use of 
Thyroid in Childhood Allergy. B. Ratner.—p. 419. 

Gastrointestinal Allergy and Celiac Syndrome with Particular Reference 
to Allergy to Cow’s Milk. R. H. Kunstadter and A. Schultz.—p. 426. 
Frequency of Poliomyelitis in Patients Receving Pollen Extract Injections. 

H. A. Abramson.—p. 
Psychotherapy in Acute ‘Attacks of Bronchial Asthma. H. Miller and 
Baruch.—p. 438. 

Locust Sensitivity. A. W. Frankland.—p. 445. 

Sensitivity Reactions to Penicillin in Children. C. Collins-Williams and 
J. Vincent.—p. 454. 

Anaphylaxis to Penicillin: Report of an Unusual Case. C. P. Wofford. 
—p. 470. 

Allergic Parotitis. B. Swinny.—p. 473. 

Asthma in Infancy. W. P. Buffum.—p. 475. 

Airborne Fungus Spores, Brunswick, Georgia, Area: Incidence and 
Variation with Climatic Changes. T. W. Collier and B. A. Ferguson. 
—p. 480. 

Use of Tryptar (Trypsin) in Bronchial Asthma and Other Respiratory 
Conditions. L. Unger and A. H. Unger.—p. 494. 


Annals of Surgery, Philadelphia 


138:289-488 (Sept.) 1953 


Trends of Surgery in Last Decade. R. S. Dinsmore.—p. 289. 

Total Gastrectomy by Transthoracic Approach: Subsequent Report. R. H. 
Sweet.—p. 297. 

Some Factors Which Influence Prognosis in Surgical Treatment of Gastric 
Carcinoma. W. H. ReMine, M. B. Dockerty and J. T. Priestley.— 
p. 311. 

Gastrectomy as Treatment for Perforated Peptic Ulcers. J. M. Emmett 
and E. T. Owen.—p. 

*Appraisal of Resection of Colon for Diverticulitis of Sigmoid. C. E. 
Welch, A. W. Allen and G. A. Donaldson.—p. 332 

Application of Z-Plasty Technique to Hollow Cylinder Anastomosis: 
Experimental Study in Surgery of Biood Vessels. E. Holman and R 
Hahn.—p. 344. 

Mechanism of Death from Intracardiac Air and Its Reversibility. T. 
Geoghegan and C. R. Lam.—p. 351. 

Cessation of Circulation in General Hypothermia: I. Physiologic Changes 
and Their Control. H. Swan, I. Zeavin, J. H. Holmes and V. Mont- 
gomery.—p. 360. 

Consideration in Excision of Aortic Aneurysms. H. T. Bahnson.—p. 376. 

“Direct Surgery of Arteriosclerosis: Resection of Abdominal Aorta with 
Homologous Aortic Graft Replacement. O. C. Julian, W. J. Grove, 
W. S. Dye and others.—p. 387. 

Surgical Repair of Atrial Septal Defects. H. B. Shumacker Jr.—p. 404. 

Post-Thrombotic Ulceration of Lower Extremity: Its Etiology and Surgi- 
cal Treatment. R. R. Linton.—p. 415. 

Metabolic Alterations in Surgical Patients: I. Effect of Altering Elec- 
trolyte, Carbohydrate and Amino Acid Intake. W. E. Abbott, H. 
Krieger, L. 1. Babb and others.—p. 434. 

Caustic Burns of Esophagus and Their Surgical Management: Clinico- 
Experimental Correlation. T. H. Burford, W. R. Webb and L. Acker- 
man.—p. 453. 

Effect of Chronic Fluorine Intoxication Upon Healing of Experimental 
Fractures in Rats. R. T. Odell and J. A. Key.—p. 461. 

Therapeutic Evaluation of New Anticoagulant Phenylindandione. W. W. 
Coon, I. F. Duff, P. E. Hodgson and FE. W. Dennis.—p. 467. 

Homologous Serum Jaundice and Pooled Plasma—Attenuating Effect of 
Room Temperature Storage on Its Virus Agent. J. G. Allen, H. S. 
Inouye and C. Sykes.—p. 476. 


Resection of Colon for Diverticulitis of Sigmoid.—Of ‘458? 
patients with diverticultis observed at the Massachusetts Gen- 
eral Hospital between January, 1942, and March, 1953, 114 
were treated by sigmoid resection, with operative mortality of 
2.6%. Experience with these patients indicated that, where 
advisable, aggressive surgery was more effective than palli- 
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ative procedures, such as exploratory laparotomy, often with 
incision and drainage, cecostomy, and colostomy. The opinion 
that surgery is not indicated in diverticulosis of the colon 
and uncomplicated diverticulitis is being revised. Indications 
for operation now include obstruction, bleeding, uncompli- 
cated diverticultis, repeated attacks of diverticulitis while the 
patient is on a good medical regimen, diverticulitis in patients 
under 50 years of age, severe persistent deformity of the sig- 
moid on radiologic examination, development of urinary 
symptoms in the presence of diverticulitis, and suspected can- 
cer. Resection and anastomosis can be performed in one, two, 
or three stages, depending on the general condition of the 
patient; the three stage operation is recommended for patients 
with perforation, fistula, or obstruction. 


Direct Surgery of Arteriosclerosis.—Five patients with de- 
generative arterial disease of the lower end of the aorta, three 
with obstruction and two with dilatation and aneurysm forma- 
tion, were treated by resection of the aortic bifurcation and 
repair of the defect with a preserved homologous aortic bi- 
furcation. During the time of clamping the aorta, the blood 
pressure was reduced by the anesthetist by means of Arfonad 
(d-3, 4[1', 3’-dibenzyl-2’ keto-imidazolido]-1, 2 trimethylene 
thiophanium d-camphor sulfonate), recommended as a means 
of reducing the trauma caused by the aortic hemostatic in- 
strument. The over-all result of this treatment was satisfac- 
tory. Two grafts were successful in restoring blood flow to 
both extremities, while, in three, restoration was obtained on 
one side only. No deterioration of the repair was noted. 


Arch. of Physical Medicine & Rehabilitation, Chicago 
34:539-584 (Sept.) 1953 


*Studies on Anterior Poliomyelitis Patients with Respiratory Paralysis. 
O. L. Huddleston, D. Rubin, R. W. Moore and others.—p. 539. 

Comparison of Skin and Muscle Temperatures Following Hot Foments, 
Dibenamine® and Priscoline® in Acute Poliomyelitis. W. W. Whitten 
and J. G. Kramer.—p. 552. 


Effect of Venous Compression on Circulation of Extremities. T. Winsor 
and W. A. Selle.—p. 559. 


*Mineral Springs in the Commonwealth of oe Field Survey. 
I. H. Kornblueh and G. M. Piersol.—p. 5 


Physical Treatment of Respiratory Paralysis in Poliomyelitis. 
—The treatment program of poliomyelitis patients with re- 
spiratory paralysis, which has been adapted at an Institute 
for Neuromuscular Rehabilitation in California, is presented. 
This procedure includes (1) making repeated measurements of 
tidal air and vital capacity, (2) proper positioning of the pa- 
tient, (3) treatment of intercostal spasm by means of packs 
and early and continued manual mobilization therapy, (4) 
using positive intrapulmonic and negative intratank respira- 
tory pressures, and (5) supplemental respiratory exercises, com- 
bined with the use of an abdominal binder when indicated. 
Other measures included (6) pulmonary ventilation exercises, 
used separately, with the positive pressure breathing equip- 
ment provided either by the attachments of the tank type 
respirator or by the Benneit flow sensitive positive pressure 
apparatus, or using combined negative intratank and positive 
intrapulmonic pressures and (7) treatment of muscle paresis 
and paralysis by means of manual resistive exercises, com- 
bined with reinforcement exercises to augment synaptic facili- 
tation of the remaining undamaged motor neurons. The 
combination of manual resistive exercises and reinforcement 
techniques is believed effective in restoring adequate pul- 
monary ventilation. Three additional therapeutic techniques 
that are not customarily employed in the physical treatment 
of poliomyelitis patients with respiratory weakness are de- 
scribed: (a) early and prolonged mobilization therapy, (b) early 
and extended use of manual resistive exercises, and (c) early 
and continued use of reinforcement techniques to facilitate 
the motor response of the muscles of respiration; the com- 
bination of manual resistive exercises and reinforcement tech- 
niques is used as the basic principle of neuromuscular re- 
education. Clinical observations were recorded on 12 patients 
with respiratory muscle paralysis. Sufficient reserve to discon- 
tinue the use of the respirator developed in all but three. 
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One patient continues to use the tank type of respirator only 
at night, and the other two patients use the chest respirator 
at night. Poliomyelitis patients with respiratory paralysis can 
be treated effectively during the convalescent and chronic 
stages by the treatment program presented in this paper. 


Mineral Springs.—Kornblueh and Piersol feel that it is the 
responsibility of those interested in physical medicine to piace 
balneology on a rational and scientific footing. Preparatory 
field work includes location of mineral springs, physical, 
chemical and bacteriological examination of waters, determina- 
tion of their physiological and therapeutic potentialities, and 
evaluation of mineral water on the basis of experimental 
laboratory studies and controlled clinical investigations. A 
survey was made of the mineral springs in Pennsylvania. This 
survey located 29 spas with hotel accommodations that existed 
in Pennsylvania at different periods during the last 200 years. 
Only three of these spa$ were active in 1952. The authors feel 
that good mineral water in sufficient amounts, free of con- 
tamination and impurities, is a valuable therapeutic asset, but 
the proper evaluation of water requires the cooperation of 
various scientific groups. The restorative and rehabilitative 
possibilities offered in the environment of a spa are not met by 
other medical facilities. Balneology offers effective therapeutic 
approaches to many somatic and psychosomatic problems in 
medicine. 


Bacteriological Reviews, Baltimore 
17:175-248 (Sept.) 1953 


Serological Relationships Among Meningococci. S$. E. Branham.—p. 175. 
Nutrition and Physiology of Endamoeba Histolytica. M. Nakamura.— 
p. 189. 
Half Century of Presidential Addresses of Society of American Bac- 
teriologists. P. F. Clark.—p. 213. 


California Medicine, San Francisco 


79:73-206 (Aug.) 1953 
19852 OUTBREAK OF ENCEPHALITIS IN CALIFORNIA 
Differential Diagnosis. R. H. Kokernot, H. R. Shinefield and W. A. 
Longshore Jr.—p. 73. 
Laboratory Methods for Etiologic Diagnosis. E. H. Lennette, M. C. 
Nyberg, D. M. Barghausen and others.—p. 78. 
Epidemiologic Aspects. A. C. Hollister Jr., W. A. Longshore Jr., 
B. H. Dean and I. M. Stevens.—p. 84. 
Vector Control Aspects. F. M. Stead and R. F. Peters.—p. 91. 
Long Term Neurologic and Psychiatric Studies of Sequelae. K. H. 
Finley and W. M. Chapman.—p. 94. 
Coccidioidomycosis in San Fernando Valley: Report of Study Carried 
Out in 1951-1952. H. H. Cowper and J. Emmett.—p. 97. 
Urinary Tract Infections: Problems in Medical Management. E. Jawetz. 
—p. 99. 
Conservative Therapy of Benign Uterine Bleeding, with Special Reference 
to Use of Ergot. N. S. Heaney and E. Hyman.—p. 103. 
Postoperative Parenteral Nutrition. R. E. Gardner and H. A. Harper. 
—p. 105. 
Cytologic Detection of Cervical Cancer: Four Years’ Experience with 
Routine Smear Examination in Private Practice. P. L. Martin, T. A. 
Slate and J. W. Merritt.—p. 108. 


Cancer Research, Chicago 
13:617-688 (Sept.) 1953. Partial Index 


Localization and Integration of Cellular Function. C. H. Hogeboom, 
W. C. Schneider and M. J. Striebich.—p. 617. 

Effect of Roentgen Radiation on Incorporation of Radiophosphorus into 
Nucleic Acids and Other Constituents of Mouse Mammary Carcinoma. 
H. Vermund, C. P. Barnum, R. A. Huseby and K. W. Stenstrom. 
—p. 633. 

Ascorbic Acid Analog in Experimental Cancer. B. Sokoloff, W. H. 
Eddy, R. Powella and others.—p. 639 

Morphologic and Biologic Changes in Mouse Ascites Tumor Following 
Induced Infection with Certain Viruses. I. Koprowska and H. Koprow- 
ski.—p. 651. 

Method of Preparing caaeomnanats with Adjacent Sections, T. C. 
Evans and W. E. McGinn Jr.—p. : 

Inherited Hormonal Mechanisms and _< oe Cancer in NH Mice 
and Their Hybrids. J. J. Bittner.—p. 672. 

Induction of Shope Papilloma in Homologous Transplants of Embryonic 
Rat Skin. H. S. N. Greene.—p. 681. 

Effect of Antibiotics Upon Growth of Sarcoma 180 in Vivo. H. C. 
Reilly, C. C. Stock, S. M. Buckley and D. A. Clark.—p. 684. 
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Circulation, New York 


8:321-480 (Sept.) 1953 


*Mitral Commissurotomy in Older Aged Patient: An Analysis of 20 
Patients Over Age of 50. O. H. Janton, R. P. Glover and T. J. E. 
O'’Neill.—p. 321. 

Tetralogy of Fallot with Unilateral Pulmonary Atresia: Clinically Diag- 
nosable and Surgically Significant Variant. A. S. Nadas, H. D. Rosen- 
baum, M. H. Wittenborg and A. M. Rudolph.—p. 328. 

*Rheumatic “Activity” as Judged by Presence of Aschoff Bodies in 
Auricular Appendages of Patients with Mitral Stenosis: II. Clinical 
Aspects. W. F. McNeely, L. B. Ellis and D. E. Harken.—p. 337. 

Hemodynamic Effects of Valvulotomy in Pulmonic Stenosis. P. R. Lurie 
and H. B. Shumacker Jr.—p. 345. 

Further Observations on Effects of Autonomic Blocking Agents in Pa- 
tients with Hypertension: II. Hemodynamic, Ballistocardiographic and 
Electrocardiographic Effects of Hexamethonium and Pentamethonium. 
D. Grob, W. R. Scarborough, A. A. Kattus Jr. and H. G. Langford. 


—p. 352. 

Kinetocardiogram: II. Normal Configuration and Amplitude. E. E. 
Eddleman Jr., K. Willis, L. Christianson and others.—p. 370. 

Studies of Quantitative Ballistocardiography: Velocity of Body Dis- 
placement in Patients with Heart Disease. V. Masini and P. Rossi. 
—p. 381. 

Electrocardiogram of Beluga Whale. R. L. King, J. L. Jenks Jr. and 
P. D. White.—p. 387. 

Embolic Occlusion of Patent Foramen Ovale: Syndrome Occurring in 
Pulmonary Embolism. G. B. Elliott and R. E. Beamish.—p. 394, 

Electrocardiograms of Deceptive Form in Ventricular Hypertrophy. C. E. 
Kossmann.—p. 403. 

Patient with Cardiovascular Disease and Rehabilitation: Third Phase of 
Medical Care. J. G. Benton and H. A. Rusk.—p. 417. 


Mitral Commissurotomy in Aged Patients.—Mitral commis- 
surotomy was performed in 20 patients (out of 400 con- 
secltive cases) between the ages of 50 to 61 years. These 
patients were greatly incapacitated. A definite history of rheu- 
matic fever and/or chorea in childhood was found in eight 
patients. The symptoms, however, had not appeared in them 
until the later decades of life. Systemic emboli had occurred 
in five patients, four of whom had cerebral emboli besides 
emboli to the abdomen or legs. The diagnosis was “pure” 
mitral stenosis in 11 patients and mitral stenosis associated 
with mitral insufficiency in 9. At surgery a thrombus was 
found in the left auricular appendage and/or left auricle of 
nine patients. Four of them had a preoperative history of 
arterial emboli. The clot was removed by auricular appendec- 
tomy in seven. Calcification was present in 13 of the 20 
valves, and it was excessive in five. The size of the valve 
orifice was less than | cm. in diameter (diameter of a cigarette) 
in 17 patients and slightly larger in 3. The valve leaflets were 
separated to a width of 3 to 4 cm. in 12 patients, 2.5 cm. in 
7, and 1.5 to 2 cm. in 1. Clinically significant insufficiency 
was never produced even in those patients who had minimal 
insufficiency prior to commissurotomy. All the patients were 
discharged 10 to 21 days after the operation except one whose 
left leg had been amputated. Results were excellent in six 
patients who are leading a normal productive life; they are 
taking a maintenance dose of digitalis but do not need ex- 
cessive salt restriction or use of mercurial diuretics. Nine are 
improved, but in addition to digitalis they must also remain 
on a low sodium diet and sometimes resort to mercurial 
diuretics. Three patients were not benefited. Of these, one 
refused to follow instructions, one had a dynamic mitral in- 
sufficiency and marked right ventricular enlargement, and 
one had a heavily calcified valve, making it impossible to 
separate the leaflets adequately. Two other patients who had 
had chronic congestive heart failure for over two years with 
a marked enlargement of the heart and liver died three and 
eight months after commissurotomy. These results indicate 
that mitral valve surgery can be performed without unusual 
morbidity and mortality in selected patients over 50 years of 
age who, therefore, should not be denied surgery merely 
because of age. Prognosis rests mainly on the size of the 
heart. Best results are obtained in those with slight to moderate 
right ventricular enlargement. Patients with pronounced en- 
largement of the right ventricle especially if associated with 
an enlarged left ventricle and/or massive dilatation of the 
left auricle are poor risks. 


Aschoff Bodies in Auricular Appendages of Patients with 
Mitral Stenosis.—The authors made a biopsy study of 183 
left auricular appendages removed during interventions for 
mitral stenosis in patients who had no clinically obvious signs 
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of active rheumatic fever. They found Aschoff bodies in 45.4% 
of the appendages. They report on the correlation of the 
Clinical features with the histological findings. There was no 
definite correlation between the Aschoff lesions and the usual 
clinical or laboratory criteria of rheumatic activity. The ery- 
throcyte sedimentation rate, the antistreptolysin-O titer, and 
the electrocardiograms (apart from the significance of rhythm) 
were found to be of no value as evidence of rheumatic 
“activity.” The heart rhythm of the patients was an important 
factor since the incidence of positive biopsies was lower in 
patients with auricular fibrillation. Of 95 patients with auri- 
cular fibrillation, only 16 (17%) had Aschoff lesions against 
65 (76%) of 86 patients who had normal sinus rhythm. 
Fibrillation correlates well with the presence of intra-auricular 
thrombus, and since this is uncommon in hearts with Aschoff 
lesions these findings seem to be justified. Age was also an 
important factor, since the frequency of Aschoff lesions de- 
creased with advancing age. They were found in 73% of the 
patients between the ages of 20 to 30 years and in only 8% 
of those over 50 years. The Aschoff lesions did not show 
seasonal variation. The significance of these biopsy findings 
in relation to clinical rheumatic fever is difficult to explain. 
There is nothing in this study to prove or disprove a relation- 
ship between the Aschoff lesions and a continuing active 
rheumatic state. If this state does represent “smoldering” 
rheumatic carditis, then the currently available clinical tech- 
niques are not specific enough to demonstrate it. Studies of 
hearts with other forms of rheumatic valvular disease might 
shed some light on this problem. 


Delaware State Medical Journal, Wilmington 
25:173-246 (Aug.) 1953 


Recognition of Psychiatric Approach to Criminals by Delaware Courts. 
M. A. Tarumianz.—p. 173. 

Uteri (Human) Cancer Free Following 2 to 10 Years of Weekly Large 
Doses of Estradiol Benzoate. C. W. Dunn.—p. 

Clinical Experiences with Transorbital Leucotomy. F. R. Freyhan. 
—p. 200. 

Prison—Valuable Adjunct in Psychotherapy of Character Disorders. 
H. S. Howard.—p. 203. 

Alcoholism and Thrombosis of Internal Carotid Artery. J. A. Flaherty. 
—p. 205. 

Involutional Psychosis. A. W. Gottschall.—p. 208. 

An Electric Shock Fatality. S. G. Rogg.—p. 211. 

Psychiatric Consultation on Medical and Surgical Service: Case Iilustra- 
tion. H. G. De Cherney.—p. 212. 

Incidence of Tuberculosis in State Hospital. L. D. Phillips.—p. 213. 

Group Psychotherapy. W. A. Byrne.—p. 214. 

Geriatric Aspects of Male Patients. C. L. R. Souder.—p. 217. 

Islet Cell Adenoma of Pancreas. N. M. White.—p. 218. 

Treatment and Prognosis of Alcoholism. H. E. Lederer.—p. 221. 

Convalescent Care of Rheumatic Fever in Children. Z. Jumars.—p. 222. 

Psychosomatic Illness. C. P. Turner.—p. 226 


Diabetes, New York 


2:257-344 (July-Aug.) 1953 
Interpretation of Diabetes in the Light of Its Pathology. S. Warren. 
—p. 257. 


Treatment of Diabetes: Selection of Technique According to Severity. 
A. R. Colwell.—p. 262. 

Management of Diabetes Mellitus in Children. A. L. Chute.—p. 268. 

Dietary Instruction for the Diabetic. M. Behrman.—p. 271. 

Acceptance of the ADA Diets and Exchange Lists. E. K. Caso.—p. 275. 

Social Aspects of Diabetes Mellitus. A. Grunberg and J. L. Blair.— 
p. 277. 

Group Therapy of Obese Diabetic Patients. J. 1. Goodman, E. D. 
Schwartz and L. Frankel.—p. 280. 

Clinical Usefulness of Wilkerson-Heftmann Blood Sugar Test. M. Margo- 
lin and H. E. Gentry Jr.—p. 5. 

*Spontaneous Diabetes Mellitus in the Dog: Account of Eight Cases. 
H. T. Ricketts, E. S. Petersen, P. E. Steiner, and N. Tupikova.—p. 288. 

*Factors Affecting Islets of Langerhans. R. E. Haist.—p. 295. 

New Technique for Detection of Hidden Diabetes: Induction of Hyper- 
glycemia by Feeding Glucose After Dietary Preparation. H. T. Engel- 
hardt, J. A. Greene and V. C. Baird.—p. 299. 


Spontaneous Diabetes Mellitus in Dogs.—In dogs, spontaneous 
diabetes differs in no important respect from permanent ex- 
perimental diabetes produced by alloxan (2,4,5,6[1,3]-pyrimi- 
dinetetrone), pituitary extracts, or subtotal pancreatectomy, 
Perhaps it is too much to say that it does not differ materially 
from human diabetes, but the resemblance, with the possible 
exception of the vascular complications, is close, even to its 
predilection for middle-aged or elderly females. The disease 
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is apparently associated in all cases with extensive histological 
abnormalities of the islands of Langerhans or of the pancreas 
as a whole and with a marked depletion of extractable pan- 
creatic insulin. The cause of beta cell failure in dogs is no 
more apparent than in man. The pituitary bodies were grossly 
normal when removed; this organ shows no consistent change 
in human diabetes. The adrenal glands, although exhibiting 
nodular hyperplasia, were not significantly different from those 
of nondiabetic old dogs. Nothing is known about the genetic 
aspects of diabetes in dog. Fibrous arteriosclerosis, not athero- 
sclerosis, is the rule and is doubtless related more to the age 
of the animals than to the influence of diabetes. Of particu- 
lar interest are the glomerular lesions scarcely distinguishable 
from those of intercapillary glomerulosclerosis in man that 
were found in one dog. If these two types of lesions are con- 
sidered counterparts in dog and man, certain questions arise: 
1. Are 12 months of poorly controlled diabetes enough to 
have produced such changes? 2. If so, why have they not been 
found to this degree in dogs with uncontrolled experimental 
diabetes of more than three years’ duration? 3. Is it possible, 
as has been hypothesized for man, that spontaneous diabetes 
carries with it the tendency toward vascular disease and that 
hyperglycemia and its concomitants alone, although perhaps 
augmenting it, do not actually cause it? 4. If this is true, 
why did true atherosclerosis, as distinct from fibrous arterio- 
sclercsis, not appear in the present case? 5. Since the Kim- 
melstiel-Wilson syndrome in patients rarely occurs without 
retinopathy, why was the retina spared in this dog? Further 
studies are needed to find these answers. 


Factors Affecting the Islets of Langerhans.—Factors that re- 
duce islet activity and in young rats depress islet growth are 
restriction of caloric intake or carbohydrate intake, adminis- 
tration of large amounts of insulin, and removal of the pitu- 
itary gland. Factors that stimulate islet activity and in young 
rats decrease islet growth in both intact and hypophysectom- 
ized young rats are high carbohydrate intake, continuous in- 
jection of glucose, injections of anterior pituitary extract, 
injections of growth hormone preparations, injections of cor- 
ticotropin (ACTH), and thyroid administration. Injections of 
cortisone are stimulating only in rats that have had hypo- 
physectomy. Estradiol benzoate, diethyl stilbestrol, and pro- 
gesterone are stimulators in intact rats; they have not been 
tested in rats that have had hypophysectomy. The stimulating 
action of testosterone is not significant in intact rats, and 
has not been tested in other rats. The fact that these various 
substances seem capable of stimulating islet growth probably 
means that their effects are brought about through some final 
common path. It seems likely from other work that the ma- 
terials that stimulate the growth of the islets do so because 
they increase the need for endogenous insulin, though the 
manner in which this requirement is transmitted to the pan- 
creas is not known. Excessive stimulation of the islets under 
some conditions can lead to degeneration and finally to dis- 
appearance of the insulin-secreting cells. Factors reducing islet 
activity Can prevent this excessive stimulation and protect the 
islets. 


Diseases of Chest, Chicago 
24:245-360 (Sept.) 1953 Partial Index 


*Initial Period of Artificial Pneumothorax: Effect of Para-Aminosalicylic 
Acid and Dihydrostreptomycin on Frequency of Pleural Effusion and on 
Pulmonary Function, D. G. Birath.—p. 245. 

Congenital Anterior Chest Wall Deformaties of Diaphragmatic Origin. 
H. A. Brodkin.—p. 259. 

Heart Disease Control Program in United States. R. J. Anderson and 
W. J. Zukel.—p. 278. 

Diagnosis and Management of Solitary eer geen Lesions of Lungs. 
C. H. Hodgson and J. R. McDonald.—p. 

Firefighting and Heart Disease. N. E. 304. 

Evaluation of 95 Consecutive Pulmonary Resections for Tuberculosis. 
E. J. Shabart and P. C. Samson.—p. 31 

Use of Nebulized Trypsin: Preliminary Report. J. L. Yates and B. E. 
Goodrich.—p. 320. 

Pneumoperitoneum in Treatment of Pulmonary Tuberculosis: Critical 
Review. F. J. Menendez.—p. 325. 


Effect of Antimicrobic Agents on Artificial Pneumothorax.— 
Of 266 patients with pulmonary tuberculosis in whom artificial 
pneumothoraces were induced, 105 were submitted to 116 
consecutive pneumothoraces (group A) without specific medi- 
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cation and 82 patients to 82 consecutive pneumothoraces 
(group B). All but seven of the patients received p-amino- 
salicylic acid both before and after induction of pneumo- 
thorax; the remaining 79 patients were submitted to 85 con- 
secutive pneumothoraces (group C), with p-aminosalicylic acid 
and dihydrostreptomycin given in combination both before 
and after induction of pneumothorax. These three groups of 
patients were observed for six months after the induction of 
the pneumothorax to study the effect of the antimocrobic 
agents on the artificial pneumothorax therapy..A free space 
was found at induction or was obtained after adhesion section 
in 42% of group A, in 57% of group B, and in 56% of 
group C. “Spontaneous” pleural effusion (appearing before 
adhesion section or more than two months afterwards) oc- 
curred in 15% of group A, 9% of group B, and 5% of 
group C. Pleural effusions followed adhesion section within 
two months and were considered to be caused by the inter- 
vention in 23%, 18%, and 15% of the respective groups. 
Pleural effusions persisted for more than two months in 27%, 
15%, and 7%. Empyema developed in 3% of the patients in 
group A, but in none of groups B and C. Impairment of 
ventilatory function due to pleural effusion was observed in 
16% ot group A; in some of these patients the impairment 
was severe. In groups B and C only 11% and 5%, respec- 
tively, showed any functional damage, and this was invariably 
slight. These results indicate that artificial pneumothorax can 
be undertaken with the aid of the new specific drugs, without 
the risk of pleural effusion, empyema, and permanently im- 
paired ventilation following pleural effusion. 


Endocrinology, Springfield, Ill. 
53:245-344 (Sept.) 1953 


Identification of Three Transformation Products After Adrenal Per- 
fusion with Epiandrosterone. A. S. Meyer, O. G. Rodgers and 
G. Pincus.—p. 245. 

Influence = Somatotropin and Corticotropin on Islets of Langerhans 
of Rat. G. D. Abrams, B. L. Baker, D. J. Ingle and Choh Hao Li. 

—p. 252. 

Effect of Steroids on Oxidation of Proline by Kidney of Adrenalectomized 
and Hypophysectomized Rats. T. L. Sourkes and P. Heneage.—p. 261. 

In Vivo Metabolism of 21-Desoxycortisone. S. Burstein, K. Savard and 
R. I. Dorfman.—p. 267. 

Effects of Hypothalamic Lesions and Subsequent Propylthiouracil Treat- 
ment on Pituitary Structure and Function in Rat. E. M. Bogdanove and 
N. S. Halmi.—p. 274 

Alterations in White Blood Cell Picture in Normal, Hypophysectomized 
and Splenectomized Guinea Pigs During - Stress and Following 
Epinephrine Injection. M. Schweizer.—p. 

Assay of Estrogens in Chick by Oral re R. I. Dorfman and 
A. S. Dorfman.—p. 301. 

Effects of Testosterone and Other Steroids on Incorporation of Glycine- 
1-C™ into Protein by Rat and Human Liver Slices. J. D. Hauschildt 
and C. M. Grossman.—p. 306. 

Glucose Studies in Crocodilia. R. A. Coulson and T. Hernandez.—p. 311. 

Estronase Activity of Human and Rodent Tissues. F. Bischoff, C. L. 
Gray and R. E. Katherman.—p. 321. 

Accelerating Effect of Adrenalectomy on Regrowth of Hair in Rat: 
Regrowth of Hair in Parabiotic Rats, one Partner Being Adrenal- 
ectomized. I. T. Zeckwer.—p. 32 

Effect of Propylthiouracil on Radioiodide Concentrating by Thyroid Gland 
in Normal and Hypophysectomized Mice. S. H. Wollman and R. O. 
Scow.—p. 332. 


Florida Medical Association Journal, Jacksonville 


40:149-216 (Sept.) 1953 

Pheochromocytoma. M. E. Flipse.—p. 163. 

Use of Insulin in Diabetes. H. P. Hampton.—p. 170. 

Effects of Hyaluronidase, Cortisone, Stress and Bacteria on Protective 
Urinary Colloids and Their Relationship to Renal Calculous Disease. 
A. J. Butt, J. Seifter and E. A. Hauser.—p. 173. 

Carcinoid Tumor of Rectum: Report of Case with Review of Litera- 
ture. E. Jelks and D. M. Christoffers.—p. 178. 


40:217-286 (Oct.) 1953 


Acute Obstetric Conditions Requiring Laparotomy: Analysis from De- 
partment of Obstetrics and Gynecology at Jackson Memorial Hospital. 
J. D. Milton.—p. 231. 

Some Unsolved Problems of Industrial Surgery. H. C. Marble.—p. 235. 

Treatment of Post-Thrombophlebitic Changes in Legs by Various Surgi- 
cal and Conservative Means. F. H. Bowen.—p. 237. 

*Treatment of Creeping Eruption. E. P. Kelley.—p. 242. 

Medicine at the Crossroads: 1933-1953. L. M. Orr.—p. 245. 


Treatment of Creeping Eruption.—Creeping eruption, in the 
form of larva migrans or creeping ancylostomiasis, is a form 
of parasitic infestation of the skin caused by the filariform 
larva of the dog and cat hookworm, Ancylostoma braziliense. 
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This larva can penetrate the human skin on direct contact 
with contaminated soil and produce a disturbing skin lesion 
characterized by serpiginous burrows and itching. The worm, 
in the deep layers of the skin, has previously been extremely 
difficult to eradicate, and therapeutic attempts have produced 
scarring and disability in excess of that caused by the worm. 
Kelley and his associates now employ the filaricide, Hetrazan, 
which is available in the form of the dihydrogen citrate salt 
of i-diethylcarbamyl-4-methylpiperazine. Toxicity is negligible 
in therapeutic doses. It was at first available in 50 mg. tablets, 
and later as a syrup containing 120 mg. per teaspoonful, which 
is a more convenient dosage form. The histories of seven 
patients with creeping eruption are presented. Side-reactions 
seem to be of no great consequence. Three of the patients 
experienced nausea with each dose, but were able to com- 
plete the course. The nausea was reduced by taking the drug 
immediately after meals. The effective dose seems to vary 
regardless of the age or the severity of the infestation. A 
fairly large dose for a relatively short time seems most satis- 
factory. The originally recommended dose of 2 mg. per kilo- 
gram of body weight given three times a day was found too 
small in most cases. The author now prefers to give 9 or 10 
mg. per kilogram per dose, administered three times a day 
immediately after meals, for a period of five or six days. This 
is most conveniently given in the form of the syrup. 


Iowa State Medical Society Journal, Des Moines 
43:361-402 (Sept.) 1953 


Acute Poliomyelitis: Study of Patients Seen at Raymond Blank Memorial 
Hospital During 1952. R. M. Blizzard, F. E. Sawyer and A. K. 
Chappell.—p. 361. 

Rehabilitation in Severe Poliomyelitis. M. E. Knapp.—p. 369. 

Present Day Management of Erythroblastosis. D. Snyder.—p. 373. 

Problem of Serologic Testing for Syphilis. R. G. Carney.—p. 377. 

Convergence Insufficiency. H. M. Burian.—p. 380. 


Journal of Allergy, St. Louis 
24:383-478 (Sept.) 1953 


Allergic Reactions to Penicillin: Panel Discussion. W. P. Boger, W. B. 
Sherman, I. W. Schiller and others.—p. 383. 
Unusual Penicillin Hypersensitiveness. W. B. Blanton and F. M. Blanton. 


—p. 405. 

Anaphylactic Reaction from Topical Penicillin: Report of Case. L. R. 
Weiss.—p. 407. 

*Etiological Role of Streptococcus Toxin-Antitoxin Systems in Experi- 
mental Production of Arterial Sensitization. S. G. Cohen, W. E. 
Mokychic and J. F. Drapiewski.—p. 411. 

Ragweed Oil Dermatitis. J. L. Fromer and W. S. Burrage.—p. 425. 

Use of Soybean Milk as an Aid in Prophylaxis of Allergic Disease in 
Children. D. E. Johnstone and J. Glaser.—p. 434. 

Aminophylline in Treatment of Allergic Dermatosis. II. Urticaria; Its 
Comparative Value in Relation to Antihistaminics and ACTH. C. Can- 
seco and R. Salinas.—p. 437. 

Inactivation of Antihistaminic Drugs in Liver and in Gastrointestinal 
Iract. P. Naranjo and E. Banda de Naranjo.—p. 442. 

Sensitization of Nasal Mucous Membranes to Bacteria. F. A. Stevens. 


. 446. 
Cutaneous rcs to Blue-Green Algae. §. G. Cohen and C. B. 
Reif.—p. 4 
Schultz-Dale Technique. E. J. Coulson.—p. 458. 


Streptococcus Toxin-Antitoxin in Experimental Production of 
Arterial Sensitization.—Thirty rabbits were passively immu- 
nized with 1,500 United States Public Health Service (U.S. 
P.H.S.) units of Streptococcus antitoxin (horse globulin) and 
were given two to six hours later a 15,000 skin test dose of 
Streptococcus erythrogenic toxin in divided doses. These ani- 
mals were killed 24 hours later and sections were taken for 
a microscopic study. Microscopic pathological lesions were 
observed in 14 rabbits. These involved the small pulmonary 
arteries, pulmonary arterioles, and occasionally the pulmonary 
venules. The lesions consisted chiefly of a periarteriolar and 
a mild panarteriolar infiltration especially of eosinophils and 
to a lesser extent of lymphocytes, plasma cells, and neutro- 
phils. Five rabbits received a similar dose of Streptococcus 
antitoxin alone, and five received the same dose of Strepto- 
coccus toxin alone. Ten rabbits were passively immunized 
with Streptococcus antitoxin and five of these were challenged 
with diphtheria toxin and the remaining five with Veldee 
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mediums. Five rabbits were passively immunized with tetanus 
antitoxin and five received normal horse serum prior to the 
administration of challenging doses of Streptococcus erythro- 
genic toxin. In all 30 of these animals there were no pul- 
monary vascular lesions observed after 24 hours. The lesions 
of pulmonary periarteritis and panarteritis in those rabbits 
passively immunized against and challenged with Streptococcus 
erythrogenic toxin were less frequently and uniformly pro- 
duced and were of less severe degree of involvement than 
found in a series of rabbits that had been passively sensitized 
against and challenged with horse serum. Apart from quanti- 
tative differences, qualitatively the lesions were histologically 
identical in rabbits subjected to passive sensitization and 
challenge, regardless of whether the antibody-antigen system 
employed was homologous antihorse serum-horse serum or 
heterologous species Streptococcus antitoxin-erythrogenic toxin. 


Journal of Bacteriology, Baltimore 
66:123-246 (Aug.) 1953. Partial Index 


Studies on Antibiotic Resistance and Nucleic Acid Content of Bacteria. 
J. Smolens and A. B. Vogt.—p. 140. 

Studies on Antibiotic Synergism and Antagonism: Effect In Vitro of 
Combinations of Antibiotics on Bacteria of Varying Resistance to 
Single Antibiotics. J. B. Gunnison, M. C. Shevky, J. A. Bruff and 
others.—p. 150. 

Agglutination by Human Sera of Erythrocytes Incubated with Strepto- 
coccal Culture Concentrates. T. N. Harris and S. Harris.—p. 159. 

Antigenic Relationships of Haemophilus Pertussis, Parapertussis Bacillus, 
and Brucella Bronchiseptica as Shown by Cross Protection Tests in 
Mice. P. L. Kendrick, E. B. Nadolski, G. Eldering and J. Baker. 
—p. 166. 

Oxidation of Glucose by Penicillium Chrysogenum. C. W. deFiebre and 
S. G. Knight.—p. 170. 

Ultrafiltration of Recently Isolated Neurotropic Viruses. K. C. Smith- 
burn and J. C. Bugher.—p. 173. 

Study of Application of Standard Phage Techniques to Host-Phage Sys- 
tem of Corynebacterium Diphtheriae. N. B. Groman and R. Z. Lockart. 
—p. 178. 

Evidence for Induced Nature of Change From Nontoxigenicity to Toxi- 
genicity in Corynebacterium Diphtheriae as Result of Exposure to 
Specific Bacteriophage. N. B. Groman.—p. 

Speciation Within Genus Brucella: II. Evaluation of Differential Dye, 
Biochemical, and Serological Tests. M. J. Pickett, E. L. Nelson and 
J. D. Liberman.—p. 21 

Transmittance of Tumor- Inducing Ability to Avirulent Crown-Gall and 
Related Bacteria. D. T. Klein and R. M. Klein.—p. 220. 

Infrequent Appearance of Drug Resistant Strains of Tubercle Bacilli in 
Experimental Animals Treated with Steeptomycia and p-Aminosalicylic 
Acid. E. Wolinsky and W. Steenken Jr.—p. 229. 


Journal of Clinical Investigation, New York 
32:793-914 (Sept.) 1953 


Effect of Hexamethonium Bromide on Splanchnic Blood Flow, Oxygen 
Consumption and Glucose Output in Man. T. B. Reynolds, A. Paton, 
M. Freeman, F. Howard and S. Sherlock.—p. 793. 

Cholesterol-Esterifying Enzyme of Human Serum: I. In Liver Disease. 
K. B. Turner, G. H. McCormack Jr. and A. Richards.—p. 801. 

Factors Influencing Diuretic Response of Seated Subjects to Ingestion 
of Isotonic Saline Solution. W. H. Birchard and M. B. Strauss. 
—p. 807. 

Relationship of Renal Excretion of Adrenal Corticoids to Variations in 
Renal Hemodynamics. L. J. Marks and A. Leaf.—p. 813. 

Normal Levels of 17-Hydroxycorticosteroids in Peripheral Blood of Man. 
E. L. Bliss, A. A. Sandberg, D. H. Nelson and K. Eik-Nes.—p. 818. 
Arterial Blood Gases and Acid-Base Balance in Normal Children. D. E. 

Cassels and M. Morse.—p. 824. 

Arterial Blood Gases and Acid-Base Balance in Cyanotic Congenital 
Heart Disease. M. Morse and D. E. Cassels.—p. 837. 

Failure of Intracranial Pressure-Volume Change to Influence Renal 
Function. R. A. Fishman.—p. 847. 

Effect of Surgical Sympatnhectomy on Sensitivity to Epinephrine of Blood 
Vessels of Muscular Segments of Limbs. RS. Duff.—p. 851. 

Concerning Effects of Magnesium Sulfate on Renal Function, Electrolyte 
Excretion, and Clearance of Magnesium. B. I. Heller, J. F. Hammar- 
sten and F. L. Stutzman.—p. 858. 

Preliminary Electrophoretic Analysis of Human Gastric Juice. M. H. 
Mack, S. Wolf and K. G. Stern.—p. 862. 

Evidence in Man that Urinary Electrolyte Loss Induced by Pitressin is a 
Function of Water Retention. A. Leaf, F. C. Bartter, R. F. Santos 
and O. Wrong.—p. 868. 

Effects of Corticotropin on Body Water and Electrolytes in Patients with 
Rheumatic Disease. N. Deane, M. Ziff and J. J. Bunim.—p. 879. 

Some Studies of Posterior Pituitary and Adrenal Cortical Interrelation- 
ships in Patients With and Without Cirrhosis of Liver. J. F. Harris, 
C. W. Lioyd and J. Lobotsky.—p. 885. 

Nutritive Adequacy and Clinical Tolerance of Modified Human Globin, 
G. J. Gabuzda Jr., G. B. Phillips and C. S. Davidson.—p. 899. 

Pulmonary Function in Boeck’s Sarcoid. M. H. Williams Jr.—p. 909. 
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Journal of Experimental Medicine, New York 


98:195-290 (Sept.) 1953 


Experimental Atherosclerosis in Cebus Monkeys. G. V. Mann, S. B. 
Andrus, A. McNally and F. J. Stare.—p. 195. 

Inhibition of Influenza Virus Multiplication by Alkyl Derivatives of 
Benzimidazole: I. Kinetic Aspects of Inhibition by 2,5-Dimethylbenz- 
imidazole as Measured by Infectivity Titrations. I. Tamm, K. Folkers 
and F. L. Horsfall Jr—p. 219. 

Id.: Il. Measurement of Inhibitory Activity by Hemagglutination Titra- 
tions, I. Tamm, K. Folkers and F. L. Horsfall Jr.—p. 22 

Id. Ill. Relationship Between Inhibitory Activity and Chemical Struc- 
ture. I. Tamm, K. Folers, C. H. Shunk and others.—p. 245. 

Permeability of Human Sweat Glands to Series of Sulfonamide Com- 
pounds. J. H. Thaysen and I. L. Schwartz.—p. 261. 

Submicroscopic Organization of Axon Material leotated from Myelin 
Nerve Fibers. E. de Robertis and C. M. Franchi.—p. 269. 

Influence of Calcium lons on Inactivation of Human Complement and 
Its Components by Plasmin. I. H. Lepow, L. Pillemer and O. D. 
Ratnoff.—p. 277. 


Journal of Nutrition, Philadelphia 


50:395-496 (Aug.) 1953 

Studies on Function and Metabolism of Copper. M. M. Wintrobe, G. E. 
Cartwright and C. J. Gubler.—p. 395 

Some Factors Affecting Growth and Development of Rats Fed Rancid 
Fat. S. M. Greenberg and A. C. Frazer.—p. 421. 

Effect of Dietary Antibiotics on Growth of Chicks Receiving Suboptimum 
Amounts of Thiamine by Mouth or by Injection. P. E. Waibel, W. W 
Cravens and C. A. Baumann.—p. 441 

Effect of Level of Protein Fed Baby Pigs. E. F. Reber, C. K. White- 
hair and R. MacVicar.—p. 451. 

Comparison of Two Isotope Methods for Determination of Endogenous 
Fecal Calcium. C. L. Comar, R. A. Monroe, W. J. Visek and S. L. 
Hansard.—p. 459. 

Delayed Protein Supplementation of Corn Diets for Growing Swine. 
R. G. Eggert, M. J. Brinegar and C. R. Anderson.—p. 469. 

Blood and Bone Marrow Study of Vitamin-Deficient Rats. K. Wert- 
man, R. Rotundo and R. Yee.—p. 479. 

Effects of Processing Temperatures on Amino Acid Content of Sunflower 
Seed Oil Meal. R. Renner, D. R. Clandinin, A. B. Morrison and 
A. R. Robblee.—p. 487. 


Journal of Pediatrics, St. Louis 


43:237-370 (Sept.) 1953 

Post Hoc, Ergo Propter Hoc. S. H. Clifford.—p. 237. 

Observations on Effect of Induced Hyperglycemia on Glucose Content 
of Cerebrospinal Fluid in Patients with Hydrocephalus. J. E. Sifontes, 
R. D. B. Williams, E. M. Lincoln and H. Clemons.—p. 243. 

Observations Related to Neonatal Hypoglycemia. M. M. Desmond. 
—p. 253. 

Chronic Urinary Tract Infection in Female Child: Recovery After 
Vaginal Estrogen Therapy. W. G. Lawson.—p. 263. 

Study of 40 Cases of Ringworm of Scalp in Hagerstown Schools, 1950 
and 1951, Washington County, Maryland. M. P. Warner and F. E 
Grove.—p. 267. 

*Congenital Hyperhidrosis: Therapy with Hydergine and Banthine. M. J. 
Carson and T. A. Montgomery.—p. 274. 

*Chorea Minor: Preliminary Report on Six Patients Treated with Com- 
bined ACTH and Cortisone. J. Schwartzman, B. Zaontz and 
H. Lubow.—p. 278. 

Treatment of Pinworm (Enterobius Vermicularis) Infection with Baci- 
tracin and Sulfasuxidine. K. F. Chan and H. W. Brown.—p. 290. 

Effects of Rubeola on Tuberculosis. A. V. Mascia, F. E. Chick and 
W. E. Levy.—p. 294. 

Bone Marrow Aspiration Sites in Infants and Children. F. E. Schaar. 
—p. 297. 

Hamartoma of Hypothalamus: Report of Two Cases with Associated 
Developmental Defects. P. M. Marcuse, R. A. Burger and G. W. 
Salmon.—p. 301. 

Embryonal Cell Carcinoma of Liver in Infancy. A. J. Tomsykoski and 
R. C. Stevens.—p. 309. 

Sickle-Cell Anemia with Unusual Bone Changes. R. E. Ivy and F. H. 
Howard.—p. 312. 


Congenital Hyperhidrosis—The occurrence of congenital 
hyperhidrosis is reported in a 9-year-old girl. Excessive sweat- 
ing on both the volar and dorsal surfaces of the hands and 
feet were the significant findings on admission to the hospital. 
The hands and feet were cooler than the other parts of the 
body, and the distal portions of the fingers and toes were 
pale with smooth, thin skin. There was symmetrical decreased 
vascular pulsation and blood flow in fingers and toes. Vaso- 
dilation resulted from right tibial procaine hydrochloride block 
as evidenced by flushing and increase of pulsation, blood flow, 
and skin temperature. Sweating of the right foot was com- 
pletely abolished by the block. Studies with subcutaneous 
injections of the adrenolytic agent Hydergine, a mixture of 
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dehydrogenated ergot alkaloids with a sympatholytic effect, 
blocking sympathetic nerves at the neuroeffector junction, 
demonstrated similar simultaneous changes in all four ex- 
tremities. Methantheline (Banthine), owing to its effect of 
blocking the parasympathetic nerves, was shown to moderately 
decrease, but not to abolish, sweating of the hands and feet. 
The effect of psychic stimulation was striking, with appre- 
hension resulting in decreased skin temperature and profuse 
sweating of hands and feet. On discharge from the hospital, 
the patient was given | gm. of Hydergine orally every three 
hours during the day and S50 mg. of methantheline three times 
daily. During the next nine months the child experienced pro- 
nounced relief. Despite excessive hot weather, her hands and 
feet remained almost completely dry with skin pallor replaced 
by a natural pink color. Until the recent development of 
satisfactory sympatholytic agents, surgical sympathectomy was 
the only effective treatment. The differing modes of action of 
Hydergine and methantheline suggested their simultaneous 
use in the authors’ patient, which was apparently of more 
value than when either drug was used alone. Although the 
results obtained with combination of these drugs were ex- 
tremely satisfactory, cumbersome daily administration of the 
drugs will have to be continued indefinitely and, therefore, 
the question of sympathectomy may be seriously considered 
in the future. It is possible that discovery of other new drugs 
that have an adrenolytic effect may obviate the need for 
sympathectomy. 


Chorea Minor.—Corticotropin (ACTH) combined with cor- 
tisone in various ratios ranging from 1:1 to 1:3 was given 
every six hours to six children between the ages of 7 and 13 
years with chorea minor. Administration of the drugs was 
continued until symptoms cleared completely; this occurred 
in 8 to 48 days calculated from the day of admission, with 
the drugs administered for from 7 to 32 days. Better results 
appeared to occur with combinations in which the cortico- 
tropin-cortisone ratios approached each other. There was 
evidence of moonfacies in all patients from 8 to 23 days 
after treatment. Three patients had systolic hypertension, but 
all undesirable side-effects subsided on cessation of medication. 
Comparison of the results obtained in the authors’ patients 
with those previously reported by other workers in patients 
who were given either corticotropin or cortisone alone revealed 
the superiority of combined hormone therapy over individual 
administration of these drugs in chorea. However, this finding 
should not be considered as an implication that hormone 
therapy is the preferred or acceptable one for this condition; 
larger series must be studied and more work must be done 
on the variations of the combination to determine the optimum 
ratio before any dependable conclusions can be reached. 


Minnesota Medicine, St. Paul 


36:793-896 (Aug.) 1953 


Use of Radioisotopes in Treatment. J. E. Rall.—p. &17. 

Diagnosis and Treatment of Postpoliomyelitic Contractures. M. H. Van- 
demoortele and P. R. Lipscomb.—p. 824. 

Cancer of Tongue. A. J. Kremen.—p. 828. 

Solitary Nonparasitic Cysts of Liver. D. Gaviser.—p,. 831. 

Use of Kuntscher Nail for Fractures of Femoral Shaft. D. J. Moos. 
—p. 837. 

Allergic Reaction to Para-Aminosalicylic Acid: Report of Case. R. P. 
Koenig.—p. 850. 


New England Journal of Medicine, Boston 


249:303-344 (Aug. 20) 1953 


Hepatic Coma: Clinical, Laboratory and Pathological Study. S. C. Car- 
fagno, R. F. DeHoratius, C. M. Thompson and H. P. Schwarz.—p. 303. 

Carbomycin Therapy: Results of Brief Clinical Trial, Chiefly in Patients 
with Pneumonia. M. Finland, E. M. Purcell, S. S. Wright and B. Del 
Love Jr.—p. 310 

Spider Angiomas During Treatment with Trihexyphenidy!. 
C. L. Holt.—p. 318 

“The Doctor and His Books.” A. W. Allen.—p. 320. 

Effect of Aging of Population on General Health Problems. R. T. Mon- 
roe.—p. 322 

Intrathoracic Hibernoma: Third Reported Case. J. W. Peabody Jr., 
J. Ziskind, H. A. Buechner and A. E. Anderson.—p. 329. 


V 1s 


Vol. 153, No. 13 


New York State Journal of Medicine, New York 
§3:1903-2014 (Sept. 1) 1953 


Chairman’s Address: Anesthesiology in Present-Day Medical Practice. 
M. H. Krakow.—p. 1949 

*Clinical and Investigational Experiences with Hypotension Induced by 
Hexamethonium Bromide. O. Schweizer.—p. 1951. 

Clinical Use of Trichlorethylene for Analgesia and Anesthesia. P. W. 
Searles.—p. 1956. 

Supra- and Intradiaphragmatic Diseases. E. A. Naclerio, A. de L. May- 
nard and J. W. V. Cordice Jr.—p. 1959. 

Recent Developments in Diseases Affecting Esophagus. H. A. Andersen. 
—p. 1965. 

Pitfalls in Diagnosis and Treatment of Pulmonary Disease as Experienced 
by Thoracic Surgeon. W. A. Hudson.—p. 1970. 

Atelectasis and Pneumonia as Preoperative Complications of — 
Surgical Abdomen.”’ B. A. Greene and S. Berkowitz.—p. 

Modern Therapy of Pyodermas. R. M. Montgomery and A. H. chai 
gzomery.—p. 1983. 

Acromectomy in Surgical Treatment of Shoulder Lesions. A. A. Michele, 
T. L. Shinnick and F. J. Krueger.—p. 1985. 

Prolonged Use of Cation Exchange Resins in Edematous States. |. S. 
Friedman.—p. 1989. 

Rhinoplasty and Submucous Resection in Identical Twins. D. Bernstein. 


—p. 1993, 

Congenital Deficiency of Fibrinogen in Identical Twins. N. Kugelmass. 
—p. 1994, 

Liver and Kidney Function in H thonium-Induced Hypo- 


tension.—The physiological effects of hexamethonium-induced 
hypotension on the liver and kidneys were studied in 11 
normal dogs and 8 women with a diagnosis of cancer of 
the genital organs. The renal function was impaired in a few 
of these patients. Premedication, anesthesia, and position were 
used to stimulate actual clinical conditions. Since control tests 
indicated little effect from the anesthetic agent, the changes 
can be ascribed to the effects of the induced hypotension. Six 
of the dogs in which hypotension was maintained for from 
30 to 105 minutes were killed two to three days later. There 
was moderate to severe congestion of the liver in all but one 
dog. Focal pericentral vein necrosis was found in the liver 
sections of one dog and foci of hepatic cells swollen with 
glycogen in those of another. Biopsy specimens removed from 
these two dogs under anesthesia before administration of 
hexamethonium had been negative. There was marked con- 
gestion in the spleen of all the dogs and in the kidneys of 
most. The other organs were normal. In contrast to these 
findings, there was no significant variation between values of 
serum bilirubin, cephalin flocculation, and thymol turbidity 
determined in the women before and after hypotension was 
induced. These differing results are ascribed to the fact that 
a reduction of the systolic blood pressure below 60 or 50 
mm. Hg could not be reached in most of the women despite 
complete ganglionic blockade. Other authors have reported 
that a systolic pressure of 60 mm. Hg is the critical point 
below which the liver is impaired. The results of the evaluation 
of the kidney function were similar in the two groups. In 
the dogs there was a marked decrease in the inulin clearance 
values after the systolic pressure had reached 60 mm. Hg 
and in the p-aminohippurate clearance values after it had 
reached 50 mm. Hg. The glomerular filtration rate and the 
renal blood flow decreased in the women as soon as the 
pressure fell much below normal values. The degree of im- 
pairment corresponded to the level of blood pressure reached 
and remained constant at a given level of hypotension. The 
clearance values improved as the blood pressure returned to 
normal either because the drug failed to maintain a persistent 
lower tension or following elevation of the feet. Renal blood 
flow was restored more rapidly than glomerular filtration rate. 
Normal values were obtained more slowly in patients who 
had impaired renal function before the experiment. Sodium 
and potassium excretion was reduced in all the women as the 
blood pressure dropped. The author concludes that hexa- 
methonium-induced hypotension below a minimum of 60 mm. 
Hg presents a definite risk of kidney and liver function im- 
pairment. Since the danger is much greater in patients with 
renal or hepatic disease, this technique should be limited to 
persons whose cardiovascular, renal, and hepatic function is 
good. 
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Southern Medical Journal, Birmingham, Ala. 
46:729-836 (Aug.) 1953. Partial Index 


Mechanism of Cardiospasm. J. T. Howard.—p. 729. 

Plastic Approach to Major Lesions of Head and Neck. C. C. Snyder 
and T. G. Blocker Jr.—p. 736. 

Congenital Cysts and Cystic Tumors of Mediastinum. E. H. Little. 
—p. 742. 

Congenital Atresia of Esophagus and Tracheo-Esophageal Fistula. B. P 
Clark and J. Morgan.—p. ; 

Microscopic Changes of Cervix in Pregnancy. O. J. Hayes and J. M. 
Glenn.—p. 753. 

Clint:cal Method of Determining Pelvic Disproportion in Pregnancy. 
N. M. Hornstein.—p. 


*Familial Benign Chronic Pemphigus: Report 13 Years After First Obser- 
vation of New Entity. H. Hailey.—p. 763. 


Staphylococcic Ambotoxoid in Treatment of Pustular Acne. W. L. Dobes. 
—p. 765. 

Paraphenylenediamine in Dermatology. L. Schwart7.—p. 769. 

*Terramycin in Treatment of Dermatoses: Report on 1,194 Patients. H. M. 
Rob nson Jr., A. Shapiro, I. Zeligman and M. M. Cohen.—p. 773. 

Continuous Caudal Anesthesia in Obstetrics: 10 Year Study in Private 
Hospital. H. S. Orr Jr.—p. 779. 

Use of Vaginal Hysterectomy in Plastic Repair. W. E. Brown and 
W. H. Stenstrom.—p. 782 


Prevenception Insurance: Panhysterectomy Versus Tubectomy. W. L. 
Thomas.—p. 787. 

Vesical Neck Obstruction in Neurogenic Bladders. R. J. Fitzpatrick. 
L. M. Orr and J. C. Hayward.—p. 791. 

Survey of Motility Implants: Preliminary Report. J. O. Martin.—p. 799. 
Present Status of ACTH and Cortisone Therapy in Treatment of 
Asthma: Favorable —_— and Indications for Therapy. O. 

Hansen-Pruss.—p. 814 
Factitial Proctitis. F. B. Hodges Jr.—p. 821. 


Familial Benign Chronic Pemphigus.—The occurrence of 
familial benign chronic pemphigus, a familial disease of 
unknown etiology, is reported in seven men and one woman 
between the ages of 25 and 56 years. These eight cases were 
observed in the course of 13 years. There were two pairs of 
brothers among the men. Cultural studies of the bullae, 
vesicles, and ruptured lesions failed to demonstrate any causa- 
tive organism. The usual biood and urine studies were normal. 
The patients were annoyed and nervous during the attacks but 
were able to follow their usual occupations. The attacks are 
less frequent and less severe as the years go by. The author 
has never seen familial benign chronic pemphigus in a Negro, 
although there is a large Negro population in his home town. 


Oxytetracycline in Treatment of Dermatoses.—Oxytetracycline 
(Terramycin) was employed for the treatment of 1,194 patients 
with various dermatoses. Of these, 466 received the drug by 
mouth and 728 were treated with the local application of 3% 
ointment. Oral administration in adults was practiced with an 
initial dose of 2 gm. of the drug followed by 0.5 gm. four 
times daily. If there was no improvement after two or three 
weeks of this treatment, the administration of the drug was 
discontinued. Children under 10 years were given an average 
dose of 50 mg. per kilogram of body weight divided in four 
doses in 24 hours. Of the 466 patients given the drug by 
mouth, 129 were definitely benefited, 197 were occasionally, 
temporarily, or partially improved, and 140 were therapeutic 
failures. Definite benefit from oral administration of oxy- 
tetracycline resulted in all conditions in which pyogenic or- 
ganisms were the primary cause of the disease. Oral adminis- 
tration of the drug was of value in the treatment of secondary 
pyogenic invasion of eczema, epidermophytosis, stasis ulcers, 
and seborrheic dermatitis but had no beneficial effect on the 
primary disease. The lesions of granuloma inguinale healed 
rapidly after the institution of oxytetracycline orally, and no 
relapses were noted. The lesions of erythema multiforme re- 
sponded to treatment with oxytetracycline capsules in 17 of 
24 patients. No blood dyscrasias were observed in the 466 
patients. Of the 728 patients who received local application 
of oxytetracycline ointment, 302 were definitely benefited, 251 
were occasionally, temporarily, or partially improved, and 175 
were therapeutic failures. There was rapid healing of pyogenic 
infections, such as impetigo contagiosa and ecthyma. Oxytetra- 
cycline ointment was also of value in the treatment of many 
skin eruptions complicated by secondary pyogenic invasion 
but had no effect on the basic dermatosis. A contact sensitivity 
to the drug developed in 11 patients treated with oxytetra- 
cycline ointment. All these patients gave a positive reaction 
to patch tests with oxytetracycline powder, establishing this 
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as the cause of the reaction, while they had negative results 
from control tests of the lanolin and petrolatum ointment base. 
Oxytetracycline is a valuable addition to the drugs already 
in use for the treatment of skin diseases, but, as with all anti- 
biotics, it should be used only where there is a_ specific 
indication. 


Surgery, Gynecology and Obstetrics, Chicago 
97:257-400 (Sept.) 1953 


*Surgical Treatment of Aneurysm of Abdominal Aorta by Resection and 
Restoration of Continuity with Homograft. M. E. De Bakey and D. A. 
Cooley.—p. 257. 

Clinical Significance of Increasing Resistance of Organisms to Anti- 
biotics. F. L. Meleney and B. A. Johnson.—p. 267. 

Histologic Study of Pelvic Connective Tissue. B. Berglas and I. C. 
Rubin.—p. 277. 

Method of Renal Resection Applicable to Advanced Hemihydronephrosis 
and Cystic Hydrocalyx. R. R. Landes.—p. 290 

Open, Transcolonic Ureterointestinal Anastomosis: New Approach. W. E. 
Goodwin, A. P. Harris, J. J. Kaufman and J. M. Beal.—p. 295. 

“Indications for Surgical Treatment of Coarctation of Aorta. W. C. Sealy. 


p. 301 


Congenital Median Band of Anus: Report of Six Cases with Results of 
Surgical Treatment and Discussion of Possible Embryologic Events 
Leading to Abnormality. A. H. Bill Jr. and R. J. Johnson.—p. 307. 

Struma Lymphomatosa. K. W. Blake and C. T. Sturgeon.—p. 312. 

Further Experimental Studies and Observations on Ureteral Reflux and 
Urinary Diversion. I. T. Rieger.—p. 317 

Morphologic Study of Myenteric Plexus ont Musculature of Pylorus with 
Special Reference to Changes in Hypertrophic Pyloric Stenosis. H. H 
Belding III and J. W. Kernohan.—p. 322. 

Myenteric Plexus in Chronic Ulcerative Colitis. K. A. Storsteen, J. W. 
Kernohan and J. A. Bargen.—p. 335. 

An Incisional Approach for Cholecystectomy and Choledochotomy De- 
signed to Reduce Injuries to Common Duct. E. Holman.—p. 344 

Antibiotics for Surgical Infections of Gastrointestinal Tract. E. J. 
Pulaski.—p. 353. 

*Polyvinylpyrrolidone in Acute Traumatic and Hemorrhagic Shock. J. W. 
V. Cordice Jr., J. E. Suess and J. Scudder.—p. 361. 


Surgical Treatment of Aneurysm of Abdominal Aorta.—Re- 
section of fusiform aneurysm of the abdominal aorta with 
restoration of normal blood flow by means of an aortic 
homograft was performed in seven patients between the ages 
of 47 and 74 years. The aneurysm in all but one of the 
patients was of arteriosclerotic origin and in all was located 
in the segment of the aorta below the origin of the renal 
arteries, fortunately the most frequent site of aneurysm of the 
abdominal aorta. One of the seven patients died on the 13th 
postoperative day of progressive uremia and secondary hemor- 
rhage. All the other patients tolerated the operation well and 
showed excellent early results. The aneurysm in two of the 
patients had been wrapped with polythene film containing 
dicetylphosphate 13 months and 7 months, respectively, prior 
to resection. The gross and microscopic findings in both cases 
cast much doubt on the efficacy of this treatment. Aneurysm 
of the abdominal aorta is a serious condition with grave 
prognosis; for this reason and because most forms of therapy 
that have been previously employed are not considered satis- 
factory, a more aggressive attitude directed toward removal 
of the diseased tissue is advocated. Although final evaluation 
of resection of the aneurysm with restoration of continuity 
with homograft must await further observation and experi- 
ences, on the basis of the immediately gratifying results ob- 
tained in the seven patients reported on in detail and on five 
additional patients who recently submitted to this treatment 
with no deaths and no complications, the authors believe that 
it is the procedure of choice in the treatment of this condition. 


Surgical Treatment of Coarctation of Aorta.—The author 
reports on 22 patients between the ages of 16 months and 31 
years Operated on for coarctation of the aorta. In 20 an 
end-to-end anastomosis and in 2 aorta to subclavian artery 
anastomosis was performed. Four of the 22 patients had 
cardiac failure, 6 aortic regurgitation, and | mitral stenosis. 
The combination of aortic regurgitation and stricture would 
seem to place an undue stress on the heart, for by x-ray 
examination five of these six patients were observed to have 
cardiac enlargement. There were five other patients with 
cardiac enlargement not associated with aortic insufficiency. 
There was a significant reduction in the size of the heart after 
the surgical intervention in the 10 patients with enlarged 
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hearts who survived. Of the series, 19 had survived and the 
only postoperative complication that had occurred was a 
subarachnoid hemorrhage in one on the fourth postoperative 
day. In 19 patients followed after the operation for coarctation 
of the aorta, there was a reduction in the systolic pressure 
to normal, giving the best indication of a successful repair 
and restoration of an adequate aortic lumen. Reduction of 
the abnormal stress on the vascular wall at the site of the 
anastomosis, as well as the removal of the necessity for a 
large volume to pass through collaterals, are important in 
assessing the result of operation. Surgical intervention is 
indicated in nearly one-half of the cases of coarctation of 
the aorta in order to prevent vascular rupture or infection in 
the region of the coarctation. Coarctation when complicated 
by some other anomaly of the heart or great vessels presents 
great risk of heart failure. The removal of the coarctation will 
improve cardiac function in instances of congestive failure 
when a coarctation of the aorta is associated with another 
defect. The combination of coarctation of the aorta and some 
other anomaly of the heart or great vessels constitutes the 
strongest indication for surgery. The operation is mandatory 
in the very young patients when adequate circulation cannot 
be obtained and development is retarded. There are technical 
advantages in performing the operation when the patients are 
of the ages of 5 to 10 years. The operation becomes more 
hazardous in patients over 30. The mere diagnosis of coarcta- 
tion associated with mild systolic hypertension does not con- 
stitute an unequivocal indication for operation in this age 
group. 


Polyvinylpyrrolidone in Treatment of Shock.—Polyviny|Ipyr- 
rolidone (PVP-Macrose) was used as emergency treatment in 
35 patients with traumatic and hemorrhagic shock of all 
degrees of severity associated with head injuries, multiple 
fractures, and penetrating wounds of both chest and abdomen. 
Some of the patients required blood and plasma subsequently. 
Of the 35 patients, 34 were treated at the hospital and | at 
the scene of a highway accident. The polyvinylpyrrolidone 
solution in volumes of from 1,000 to 2,500 cc. was infused 
within periods varying from 45 minutes to 4'2 hours. The 
clinical responses were judged to be good in all patients, as 
evidenced by prompt, rises in blood pressure, improvement in 
vital signs, decrease in the venous hematocrit and plasma 
proteins, as well as dilution of the capillary blood as observed 
in the decline of the specific gravity of peripheral blood. The 
urinary Output was satisfactory in all. No sensitivity reactions 
either immediate or delayed were observed. There were no 
toxic reactions. No interference with blood typing, coagula- 
bility, or depression of hematopoiesis occurred. Although 
polyvinylpyrrolidone is slightly hyperviscous, it flowed readily 
in the near-freezing weather when injected at the scene of 
the highway accident. The authors’ results fully substantiated 
previously reported experiences and indicated that polyvinyl- 
pyrrolidone is a valuable adjunct in the emergency treatment 
of both traumatic and hemorrhagic shock. 


Texas State Journal of Medicine, Fort Worth 
49:599-662 (Aug.) 1953 


Tumor Seminar. M. J. Stewart.—p. 601. 

Medical Research in Korean Conflict, with Emphasis on Clinical Pathol- 
ogy. W. D. Tigertt.—p. 622. 

Responsibility in Preventive Medicine. P. H. Streit.—p. 626. 

Electrocardiographic Changes in Relation to Serum Electrolyte Values 
in te Diarrhea. R. H. Gibbs, M. R. Hejtmancik and H. Wiese. 
—Pp. 630. 

Industrial Medicine. T. M. Frank.—p. 636. 

Role of Psychiatrist in Special Problems Confronting General Prac- 
titioner. N. L. Ballich.—p. 640. 


Wisconsin Medical Journal, Madison 
§2:425-478 (Aug.) 1953 


Treatment of Acne Vulgaris in Teen-Age Males with Oral and Topical 
Adminstration of Estrogenic Hormone. A. A. Holbrook.—p. 425. 

Indications for Billroth I Partial Gastrectomy. L. E. Fazen Jr.—p. 429. 

Rooming-In and Private Hospital. F. J. Stoddard.—p. 434. 
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Archiv fiir Kinderheilkunde, Stuttgart 


146:193-288 (No. 3) 1953. Partial Index 


Familial Renal Glycosuria During Childhood. H. G. Krainick.—p. 197. 
*Interpretation of Epituberculous Shadows. K. Klinke and E. Huth. 
9 


19. 
Cyanosis Caused by Familial Methemoglobinemia. H. Korver.—p. 231. 
Cobalt in Anemia of the Newborn. R. Schmoéger.—p. 238. 

Paroxysmal Tachycardia in an 11-Year-Old Girl. P. Kuszen.—p. 248. 


Hemolytic Icterus in a 12-Year-Old Child: Remarkable Case. G. Hopp. 
—p. 252. 


Epituberculous Shadows.—Klinke and Huth point out that 
cases of epituberculosis, which at first give the impression of 
clinical uniformity, later on progress in a. diverse manner. 
This suggests diverse anatomic processes. This form of tuber- 
culosis is seen chiefly in young children between 9 months 
and 4 years of age and almost never beyond the age of 6. 
This suggests that epituberculosis may be a_ tuberculous 
reaction typical of this age group. The same has been assumed 
with regard to scrofula, in fact the clinical similarity between 
these two diseases has led some to suggest that epituberculosis 
is scrofula in the lungs and a manifestation of exudative 
diathesis. Experiments on animals proved that epituberculosis 
is a mixture of atelectasis and hyperergic inflammation. These 
two factors explain the different modes of pathogenesis and 
the varying courses of epituberculosis. 1. There is the atelec- 
tatic form without or with only slight hyperergic reaction. 
This form develops when the bronchus is compressed by a 
bronchial lymph node and when there is only slight or no 
toxic invasion. This form appears suddenly and also subsides 
rapidly, somewhat like a purely mechanical atelectasis. 2. 
There is compression as explained under point 1, but, as the 
result of the invasion of toxins into the atelectatic region, 
there is a stronger hyperergic reaction. 3. The debris of a 
lymph node that contains few or no bacilli perforates into 
the bronchus: a hyperergic inflammation and atelectasis de- 
velop. The clinical symptoms are the same as those that 
develop under the conditions described under point 2. Re- 
covery involves shrinkage of the atelectatic process. 4. There 
is invasion by infective material, with simultaneous hyperergic 
reaction. In these cases, the clinical picture resembles that 
developing under the conditions described under points | 
and 3. Partial caseation and its sequelae follow. Transitional 
and complicating forms also occur. The authors conclude that 
epituberculosis represents a hyperergic, exudative reaction, 
which occurs particularly in young children who at the same 
time have atelectasis either as the result of a compressing 
bronchial lymph node or because the bronchial mucosa is 
swollen because the bronchus has been invaded by a perforat- 
ing lymph node. 


Archivio Italiano di Chirurgia, Bologna 
76:169-248 (No. 3) 1953. Partial Index 


Contribution to Study of Pulmonary Tuberculosis Associated with 
Hydatid Cyst. G. Fojanini and G. Di Matteo.—p. 169 

Torsion of Spleen. A. Settimi.—p. 196. 

*Clinical and Statistical —_, - Gastroduodenal Hemorrhages. A. Paren- 
tela and A. Stochino.—p. 


Hemorrhage from Gastric and Duodenal Ulcer.—From 1938 
to 1951 a total of 1,845 patients with ulcers were admitted 
to the surgical clinic of the University of Rome. The authors 
studied in particular the 315 (17.07%) patients of this group 
in whom the ulcer was complicated by hemorrhage. They 
found gastric ulcer in 55, duodenal ulcer in 208, postoperative 
peptic ulcer in 31, gastric ulcer with duodenal ulcer in 8&, 
malignant ulcer in 7, perforating ulcer in 2, and ulcer secon- 
dary to gastroenterostomy in 4. They divided the patients into 
three groups according to whether the hemorrhage did not 
produce shock (moderate hemorrhage), produced severe col- 
lapse (massive hemorrhage), or did not produce shock but 
reappeared frequently during the course of the disease and 
caused a severe anemia (repeated hemorrhage). Massive 
hemorrhage was found in 18.18% of the patients with gastric 
ulcer and in only 9.58% of those with duodenal ulcer. This 


MEDICAL LITERATURE ABSTRACTS 1215 


difference is ascribed to the fact that in patients with gastric 
ulcer the bleeding is nearly always due to an erosion of the 
pancreaticoduodenal, the right, or the left gastric artery or 
their main branches, whereas in patients with duodenal ulcer 
it is frequently due to an erosion of the small vessels of 
Meissner’s plexus. The percentage of massive hemorrhage was 
not greater in older persons, as is commonly believed. How- 
ever, the mortality rate for massive hemorrhage is generally 
higher in older persons, perhaps because of a deteriorated 
general condition. The hemorrhage was commonest in patients 
between 30 and 50 years of age, and it was found 5.1 times 
oftener in men than in women. Treatment of patients in 
whom an ulcer is complicated by bleeding should first be 
medical to prepare them for the intervention. Intervention 
should be performed only after the hemorrhage has been con- 
trolled and the patient’s general condition improved. Early 
surgical intervention may be justified only in those patients in 
whom the clinical picture continues to deteriorate despite 
medical therapy. At the University of Rome this therapy con- 
sists of bed rest, proper diet, application of an ice bag to the 
epigastrium, administration of sedatives, and, most of all, 
repeated transfusions of small quantities of blood. Surgery 
was not performed on 83 patients because either they or their 
families refused it or because their general condition had 
improved or had remained unchanged. All these patients left 
the clinic, and three of them have since died. Gastric re- 
section was the operation of choice for 182 patients. Gastro- 
enteroanastomosis and vagotomy was performed in the others 
because of unfavorable local conditions. Eight of these patients 
have died. In two of them, the hemorrhage was associated 
with a perforating ulcer. Of the 11 patients who died, 54.54% 
were more than 50 years old. 


Arquivos de Neuro-Psiquiatria, Sao Paulo 
11:209-316 (Sept.) 1953. Partial Index 


Phantom Limb Feeling and Body —-¥ Study on Regression of 
Phantom Limb. M. in der Beeck.—p. 223 
*Treatment of Pernicious Anemia of Addison-Biermer: Comparative 
Study on Effects of Liver Extract, Folic Acid and Vitamin Biz on 
Blood and Neurologic Symptoms. H. Martins Canelas and M. Abu 
29. 


ACTH in Combined Degeneration of Bone Marrow: Early Results. 
H. Martins Canelas and J. A. Levy.—p. 253 


Liver Extract, Folic Acid, and Vitamin B.. in Pernicious 
Anemia.—C omparative observations were made on [5 patients 
with pernicious anemia and signs of combined degeneration 
of the spinal cord. The patients either had not had a previous 
treatment or were in the course of a hematoneurological 
recurrence of the disease after discontinuation of treatment. 
They were observed in three groups of five patients each, 
according to the drug they received. The drugs were given 
intramuscularly, twice a week for a month, up to the follow- 
ing total doses: vitamin B,., 0.1 mg.. folic acid, 0.5 gm., and 
liver extract, 10 cc. (150 to 200 USP antianemic units). No 
additional treatment was given. The effects of the drugs were 
evaluated from the results of repeated hematological and 
neurological examinations. The drugs proved to be of value 
in the treatment of anemia, with equally good results from 
liver extract and folic acid and less markedly good results of 
vitamin By. Improvement in the red cell count was in cor- 
relation to the increase of hemoglobin. The effects of the 
drugs on the neurological syndrome were favorable. Folic 
acid proved to be less effective than vitamin B.., but slightly 
more effective than liver extract. The course of pallesthesia 
paralleled improvement of the general neurological symptoms. 
Improvement of subjective symptoms was more marked than 
that of objective signs. The effect of the drugs on the 
neurological syndrome was in disagreement with those ob- 
served on the blood, as no correlation between the course of 
pallesthesia and the red cell count was observed. The three 
drugs caused improvement in the same degree of the dorsal 
funicular symptoms. The pyramidal symptoms greatly im- 
proved from the treatment with vitamin Bw» or folic acid. 
The peripheral syndrome improved by treatment with vitamin 
B. or liver extract. The best results with any of the three 
drugs were observed by the improvement of mental disorders, 
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pyramidal deficit, hypotonia, and disorders of joint sensibility. 
The effects of the treatment on certain neurological signs 
were mediocre. The disorders of tactile sensibility grew worse 
with the treatment. 


Boletin Asoc. Med. de Puerto Rico, San Juan 
45:279-326 (Aug.) 1953. Partial Index 


Tuberculosis in Children: Criteria for Sanatorium Care. Classification 
and Chemotherapy. J. E. Sifontes, P. Diaz de Garau, M. Alvarez 
Pagan and R. R. Acosta.—p. 279. 

*Left Inguinal Hernia Involving Ovary, Tube and Uterus with Con- 
comitant Absence of Vagina: Case. L. J. Torres Oliver.—p. 294. 


Internal Genital Organs in Inguinal Hernia.——-The subject of 
this report is one of a pair of identical twin girls 20 years old. 
She never menstruated. The cther sibling had normal men- 
struation since the age of 13 years. The members of the 
family are all normal. Physical examination showed a girl 
apparently normal. She had a left inguinal hernia. The external 
genitalia and the urethra were normal. The hymen was well 
developed and totally closed. Rectal examination revealed 
absence of the uterus, tubes, and adnexa. By flexing the 
examining finger toward the examiner, it was observed that 
there was no vagina. Cystoscopy and pyelography showed a 
normal urinary apparatus. At operation to correct the hernia, 
rudimentary internal genital organs were observed. The 
pathological examination of the structures confirmed that the 
contents of the hernia consisted of a rudimentary uterus, an 
ovary, and a cystic fallopian tube. A laparotomy was not 
done to ascertain whether a right ovary, a right tube. and 
possibly an unicornus uterus were present in the inguinal 
canal or in the pelvis where they could not be reached by 
palpation. The case is discussed from an embryologic point 
of view. It is reported because inguinal hernias containing 
the internal genital organs are extremely rare in young girls 
and still more rare in women. Congenital abnormalities of 
the internal genital organs usually coexist with abnormalities 
of the urinary apparatus, but this case constitutes an ex- 
ception. 


British Journal of Ophthalmology, London 


37:449-512 (Aug.) 1953. Partial Index 
Ocular Haloes and Coronas. G. C. Simpson.—p. 450. 
Degenerations of the Dog Retina: If. Generalized Progressive Atrophy of 
Hereditary Origin. H. B. Parry.—p. 487. 
Preparation of Egg Membrane for Keratoplasty. I. Lloyd.—p. $03. 
Staining of Toxoplasma in Histological Sections. C. Smith.—p. 504, 


British Journal of Radiology, London 
26:385-440 (Aug.) 1953. Partial Index 


SYMPOSIUM ON PLACENTOGRAPHY 
Review of Placentography. J. C. Moir.—p. 385. 
Direct Placentography. M. E. Grossmann.—p. 388. 


Localisation of Placenta by Means of Arteriography and Auscultation. 
O. Norman.—p. 393. 


Diagnosis of Placenta Praevia by Soft Tissue Radiography. A. S. 
Whitehead.—p. 401. 

Radiological Localisation of Placenta. F. Reid.—p. 406. 

Physico-Chemical Method of Testing Protective Action of Chemical 
Compounds Against Lethal Effects of lonizing Radiations. P. Alex- 
ander.—p. 413. 

*Investigation into Relationship Between Physiologically Low Leucocyte 
Counts and Sickness Absence. F. M. Turner.—p. 417 


Dosage Control Through Radiographs of Radon Seed Implants. R. F. 
Farr.—p. 429. 


Physiclogically Low Leukocyte Counts and Sickness Absence 
in Radiation Workers.—The British X-Ray and Radium Pro- 
tection Committee recommended that no person should be 
employed as an x-ray or radium worker if the general health 
or the total white blood cell and lymphocyte counts are below 
the lower limit of normal. The question was raised whether 
apparently healthy persons with a persistent low leukopenic 
count run a greater risk from exposure to radiation than those 
with counts in the so-called “normal” ranges. As far as the 


author is aware there is no evidence that such persons are, 
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in fact, more susceptible to illness than those with counts at 
the usual higher levels. It was hoped that the medical and 
casualty records of the Atomic Energy Research Establish- 
ment employees with a physiological “leukopenia” might throw 
some light on this problem. The sickness and casualty records 
of 154 workers with persistently low leukocyte counts were 
compared with those of a group equivalent in number, sex and 
age, and with normal leukocyte counts. The casualty rates 
were similar in both groups, but the sickness rates of the low 
count group were significantly lower than those of the control 
group. It appears that a count persistently below 5,000 leuko- 
cytes or 1,500 lymphocytes is compatible with adequate re- 
sistance to infection, and with speedy response of the cellular 
defense mechanism, should infection occur. It is suggested 
that persons should not be barred from taking up work with 
ionizing radiations or radioactive isotopes solely on the basis 
of a physiological “leukopenia,” but that the clinical assess- 
ment of general health should be the determining factor. 


British Journal of Surgery, Bristol 


$8:521-642 (May) 1953 

Adenomatous Polyps of Smali Intestine. W. R. Hunter and W. A. Wilson. 
—p. §2 

Casts of Cerebral Ventricles. R. J. Last and D. H. Tompsett.—p. 525. 

Thyroidectomy: Review of 1,000 Consecutive Cases. M. J. Lange.—p. 544. 

Congenital Defects of Anterior Abdominal Wall. G. M. Wyburn.—p. 553. 

Cysts of Semilunar Cartilages of Knee-Joint. J. G. Bonnin.—p. 558. 

Haemangioma of Spleen: Relation to Other Cystic Tumours, Case Report 
of Giant Cavernous Haemangioma. R. Smith and N. F. C. Gowing. 
—p. 566. 

Injuries to Large Lymph-Ducts. A. L. McGregor.—p. 569. 

Partial Spontaneous Rupture of Oesophagus. E. M. Nanson and R. M. 
Walker.—p. 574. 

Lateral Duodenal Diverticula: Report of Two Cases. R. E. Horton and 
Peacock.—p. 577. 

Neurinomas of Cervical Sympathetic System with Report of Case. 
L. Rogers.—p. 579. 

Funicular Suture and Funicular Exclusion in Repair of Severed Nerves. 
S. Sunderiand.—p. 580. 

Diagnosis of Depth of Burning. D. MacG. Jackson.—p. 588. 

Surgically Damaged Ureter: Method of Uretero-Vesical Anastomosis. 

C. Begg and P. J. Dennehy.—p. 596. 

Mediastinal Gastric Cyst Presenting in Neck. H. O. Jones and W. Waugh. 
—p. 599, 

Hydronephrosis in Children: Clinical Study of 78 Cases with Special 
Reference to Role of Aberrant Renal Vessels and Results of Con- 
servative Operations. H. H. Nixon.—p. 60 


British Medical Journal, London 


2:353-404 (Aug. 15) 1953 

Insulin as Growth Hormone, J. Salter and C. H. Best.—p. 353. 

Insulin-Like Action of Growth Hormone. J. H. Ottaway.—p. 357. 

*Structural Changes in Prostatic Cancer After Bilateral Adrenalectomy: 
Report of Case. L. M. Franks.—p. 359. 

Haemolytic Anaemia in Typhoid Fever: Report of Six Cases, Together 
with Effect of Chloramphenicol and A.C.T.H. A. J. S. McFadzean 
and G. H. Choa.—p. 360. 

Myxoedema Coma. V. K. Summers.—p. 366. 

*Turner’s Syndrome in the Female: Congenital Agonadism Combined 
with Developmental Abnormalities. W. P. U. Jackson and R. Sougin- 
Mibashan.—p. 368. 


*lurner’s Syndrome in the Male. R. Sougin-Mibashan and W. P. U. 
Jackson —p. 371 


Electrolyte Imbalance After Operation for Pituitary Tumour. E. A. W. 
Houghton.—p. 372. 


Myocardial Calcification Associated with Pituitary Adenoma and Obesity. 
P. G. Cronk.—p. 374. 


Hop Dermatitis in Herefordshire. J. S. Cookson and A. Lawton.—p. 376. 
Rapid Method for Detection of Barbiturates in Urine and Stomach 
Contents. R. Marshall.—p. 379. 


Changes in Prostatic Cancer After Adrenalectomy.—Franks 
says that bilateral adrenalectomy and orchidectomy was 
claimed by Huggins and others to have induced substantial 
clinical improvement in some cases of advanced prostatic 
carcinoma. The case presented by Franks concerns a 63-year- 
old man with an estrogen-resistant prostatic carcinoma. He 
was subjected to orchidectomy with no clinical improvement 
and finally to bilateral adrenalectomy. He died from an acute 
pulmonary infection 40 days after the second operation. 
Massive necrosis was found in the primary growth and in its 
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metastases in the regional lymph nodes, liver, and lung. The 
author admits that necrotic areas are commonly seen in 
rapidly growing tumors, but that they do not as a rule involve 
both primary and secondary tumors simultaneously. No 
similar change has been seen in 29 other cases of prostatic 
carcinoma. Other possible causes are estrogens, cortisone, or 
insulin. The first can probably be excluded, because the 
cytotoxic changes it produces in prostatic cancer differ from 
those seen in this case. There is little convincing evidence that 
cortisone affects the growth of human prostatic tumors. It is 
also unlikely that insulin or the diabetic state could produce 
such massive necrotic lesions. The evidence suggested that 
the changes were caused by the removal of both adrenals. 
One further point of interest in this case is the absence of 
‘clinical evidence of regression in spite of the massive and 
widespread destruction of tumor cells. 


Turner’s Syndrome in the Female.—Jackson and Sougin- 
Mibashan present the histories of two young women and one 
10-year-old girl in whom congenital agonadism was combined 
with developmental abnormalities. They emphasize that all 
congenital hypogonadism is not of pituitary origin. They de- 
scribe the syndrome of primary ovarian aplasia. Turner, in 
1938, first commented on the peculiar combination of webbed 
neck, short stature, and female infantilism. The important 
features of the condition are considered, and these are so 
characteristic that they present an unmistakable and diagnostic 
picture, plainly distinct from primary hypopituitarism, creti- 
nism, eunuchoidism, or any other clinical state. Final proof 
of diagnosis should be sought in the urinary gonadotropin 
level and the demonstration of lack of ovarian tissue on 
laparotomy. In the two young women, the urinary level of 
follicle-stimulating hormone was high, a fact which exculpated 
the pituitary gland. Although the third patient was only 10 
years old, the authors believe that the diagnosis of Turner’s 
syndrome is definite. The curious clinical attributes of these 
patients have made them subject to much pathogenetic specu- 
lation. Most writers, accepting a genetic ovarian defect, agree 
that this alone cannot explain all the abnormalities. The occur- 
rence of multiple congenital anomalies in the syndrome makes 
it likely that shortness of stature is but one manifestation of 
a germinally defective soma and is not directly related to the 
degree of ovarian agenesis. The presence of a little pubic 
and axillary hair and the urinary 17-ketosteroids in Turner's 
syndrome is ascribable to adrenal activity. The authors applied 
some of the recently adopted tests for adrenal cortical func- 
tion to their first two patients and obtained normal responses. 


Turner’s Syndrome in the Male.—Ovarian agenesis, whicii is 
regarded as the causative factor of Turner’s syndrome in 
women, means lack of graafian follicles and hence an absence 
of both ova and female sex hormones (germinal and endocrine 
deficiency). The affected person, therefore, is not fertile, does 
not menstruate, and lacks breast development, while her 
pituitary gland produces large amounts of gonadotropic hor- 
mone in an attempt to stimulate a nonexistent end-organ. It 
is not easy to define the homologous condition in the male 
because, in the testis, the germinal and the endocrine tissue 
(believed to be situated in the Leydig cells) are separate, so 
that a lack of development of either or both might be claimed 
to represent the sexual side of Turner’s syndrome in the male. 
The authors feel that this explains why the five cases of male 
Turner’s syndrome so far reported are less homogenous than 
those in the female group, since they show varying degrees 
of endocrine deficiency and will not, for instance, be expected 
necessarily to have high urinary gonadotropins. The Kline- 
felter, Reifenstein, and Albright syndrome is somewhat com- 
parable, comprising azoospermia, small testicle, high urinary 
follicle-stimulating hormone, and gynecomastia. The basic 
lesion is different—hyalinization and sclerosis of tubules 
rather than jack of developiment. The auihois list the “mix- 
ture’ of germinal and endocrine defects in the previously 
reported cases of Turner’s syndrome in males and describe a 
case that they regard to be an example. The man was short, 
his neck was webbed, and he denied ever having experienced 
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sexual feelings of any kind and stated that he had never had 
an erection or an emission. Radiographs showed mild gen- 
eralized osteoporosis. The high urinary gonadotropin content 
confirmed primary gonadal insufficiency. 


2:405-450 (Aug. 22) 1953 
Hunterian Era: Its Influence on Art and Science of Surgery. L. E. C. 
Norbury.—p. 405. 
Treatment of Patients with Myelosclerosis. R. A. Hickling.—p. 411. 


*Polycythaemia, Leuco-Erythroblastosis, and Myelosclerosis. J. W. Beattie 
and J. L. Withey.—p. 414. 

Some Complications of Temporal Arteritis. D. Kendall.—p. 418. 

Dietary “‘Fibre’’ and rx Toxaemia. E. H. Hipsley.—p. 420. 

Prostatic Dyspepsia. B. E. C. Stanley.—p. 423. 

Hyperparathyroidism Serum Calcium. H. G. Mather. 
—p. 424. 

Treatment of Lime Burns of Eye with Corvasymton and Undermining of 
Conjunctiva. F. J. Damato.—p. 426. 


*Poliomyelitis in Children Under 6 Months in England and Wales During 
1950. D. H. Geffen and S. Tracy.—p. 427 


2:451-520 (Aug. 29) 1953 
Challenge to Medical Education in Second Half of 20th Century. 
L. Whitby.—p. 451. 
What is Education? R. Livingstone.—p. 454. 
History of Medical Education. J. F. Fulton.—p. 457. 
Medicine—Technology or a Profession. S. M. K. Ma!lick.—p. 461. 


Requirements for Entry Into Medical Schools: Selection of Students. 
V. Johnson.—p. 467. 


Aims and Content of Medical Curriculum: Undergraduate Medical 
Education. A. Mudaliar.—p. 468. 


Techniques and Methods of Medical Education. A. Hurtado.—p. 469. 
Preventive and Social Medicine. R. Sand.—p. 471. 
Physique and Choice of Faculty. R. W. Parnell.—p. 472. 


Polycythemia, Leuko-Erythroblastosis, and Myelosclerosis.— 
The occurrence of polycythemia is reported in two women 
aged 69 and 48 and in a Sl-year-old man. Leukoerythro- 
blastic anemia and myelosclerosis subsequently developed after 
4, 12, and 5 years, respectively. These three patients pre- 
sented the characteristic symptoms, splenomegaly, and other 
physical signs and hematological features of polycythemia vera 
and resembled others described in that the polycythemic blood 
cell count figures were not very high. The syndrome, compris- 
ing leukoerythroblastosis, myeloid metaplasia, and myelo- 
sclerosis as revealed in the literature, has a varied clinical 
picture. It is thought to be distinct from myeloid leukemia. 
The authors point out that Vaughan and Harrison’s view of 
the concomitant development from a common source—the 
primitive reticulum cell of Maximov—of extramedullary hema- 
topoiesis and myelosclerosis following some, as yet unknown, 
stimulus offers a reasonable explanation of the events. 


Poliomyelitis in Children Less than 6 Months of Age.—Of 
82 cases of poliomyelitis in children less than six months of 
age in England and Wales during 1950, 77 were paralytic 
and 5 nonparalytic. The incidence of paralytic poliomyelitis 
in infants less than six months of age was 56.6% of what it 
would have been if such incidence had been equally dis- 
tributed in six month age groups in children less than 15 
years of age. Nonparalytic poliomyelitis is infrequently diag- 
nosed in infants less than six months of age. Of the 82 pa- 
tients, 19 died, a mortality rate of 23%. This mortality rate 
increased as age diminished. In infants less than nine weeks 
of age the mortality rate was 37.5%. Of the 58 children 
with paralytic poliomyelitis who survived, 30 were either very 
severely or severely paralyzed, and of these only 2 made a 
complete recovery. Of the 19 children who died, 4 were being 
entirely breast-fed at the time of death, 8 had been breast- 
fed for varying periods, 4 had never been breast-fed, and in 
the remaining 3 no information could be obtained. Of the 
63 surviving children, 15 were entirely breast-fed, 32 had 
been breast-fed for varying periods, 10 had never been breast- 
fed, and of 6 no history was obtained. Of 13 infants less than 
six weeks of age with poliomyelitis, 6 died and 7 survived. 
Of the seven surviving, five were entirely breast-fed, and of 
these three liad a mild allach. Tn the absence of a history 
of poliomyelitis in 76 of the 82 mothers, the authors were 
unable to make any deductions of value from these figures. 
The preparalytic symptoms were not diagnostic except of an 
acute infection in an infant less than six months of age. 


153 
3 


1218 MEDICAL LITERATURE ABSTRACTS 


Clinica, Bologna 
14:161-238 (No. 3) 1953. Partial Index 


Importance of Homan’s and Bauer’s Signs for Early Diagnosis of Throm- 
boembolic Disease. G. Rollo.—p. 161. 

Behavior of Pressure of Pulmonary Circulation to Action of Amino- 
phylline. M. Foscarini and L. Galassi.—p. 167. 

Interventions on the Single Kidney. R. Scoccianti.—p. 173. 

‘Liver Cirrhosis Associated with Gastroduodenal Ulcer. R. Antonini and 
F. Marinoni.—p. 184, 


Liver Cirrhosis with Gastroduodenal Ulcer.—The files of the 
6,859 patients on whom autopsy was performed at the Univer- 
sity of Pavia Institute of Pathological Anatomy from 1901 to 
1951 were reviewed. The cases in which liver cirrhosis was 
associated with gastroduodenal ulcer were studied in particu- 
lar. The files of patients younger than 19 years were not 
considered, since these two processes are rare in the young. 
The authors found 175 cases of liver cirrhosis (2.55%) and 
122 of gastroduodenal ulcer (1.77%). There were 142 cases 
of atrophic cirrhosis (Laennec’s cirrhosis), 12 cases of biliary 
cirrhosis, 12 of initial cirrhosis, 6 of hypertrophic cirrhosis, 
and 3 of fatty cirrhosis. There were 87 cases of gastric ulcer, 
31 of duodenal ulcer, and 4 of gastroduodenal ulceration. 
Cirrhosis associated with gastroduodenal ulcer was found in 
seven cases. This association was commonest among men: six 
of the seven patients had atrophic cirrhosis and four of them 
had multiple ulcers. A cause and effect relationship between 
the two processes is suggested. Some authors are of the 
opinion that in these patients the liver cirrhosis may be second- 
ary to the ulcer. The authors state that porial hypertension 
or disturbance of biliary secretion due to liver cirrhosis may 
be the cause of ulcer formation. 


Cuore e Circolazione, Rome 


37:65-128 (April) 1953 
Sudden Death in Patients with Heart Disease. D. Cavallazzi.—p. 65. 
Partial Atrial Fibrillation: Partial Fibrillation and Flutter of Left 
Atrium, of Unusual Duration, Produced in Dog with Injection of 
Dihydroergotamine and Reygressed Spontaneously. V. Corsi.—p. 76. 
*Arterial Pressure and Its Relationships to the Physical Constitution. 
L. Russo.—p. 86 


Blood Pressure and Physical Constitution.—TIhe arterial 
pressure of 2,410 men, 20 to 30 years old, with normal cardio- 
vascular and renal functions was studied to determine whether 
there is a relationship between a person’s blood pressure and 
his physical constitution. The men were divided into three 
groups according to Pende’s biometric system. By this method 
a person is Classified on the basis of the ratios that exist be- 
tween his height and weight and between his height and the 
perimeter of his chest. The systolic pressure was highest in 
vigorous men of average height and with well-developed 
muscles. It was also somewhat elevated in short robust men 
with well-developed muscles, although these had the highest 
diastolic pressure. It was especially high in those who were 
engaged in heavy athletics (wrestling and boxing). The author 
ascribes this to hypertrophy of the peripheral arteriolar bed 
caused by the heavy exercise. In general, all the robust persons 
with well-developed muscles had values of systolic and dias- 
tolic pressure that were more or less elevated regardless of 
the man’s height. These findings proved that the blood pressure 
is also correlated with the neuroendocrinologic constitution of 
the person. Hyperadrenalism is characteristic of short vigorous 
persons of the muscular type who are generally predisposed 
to essential hypertension. In the author's study this type of 
man had not only increased systolic pressure but also, and 
chiefly, increased diastolic pressure. Hypercrinism is charac- 
teristic of robust persons of average height and with well- 
deveioped muscies. in this siudy men of this type had elevated 
blood pressure values. Tall, lean persons generally have 
normal (sthenic) or diminished (asthenic) function of the 
adrenal glands. In the author’s study this type of man had 
low blood pressure values. 
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Deutsche medizinische Wochenschrift, Stuttgart 
78:100S-1048 (July 17) 1953. Partial Index 


Modern Points of View in Treatment of Carcinoma of Uterine Cervix. 
G. Schubert.—p. 

Bronchitis. W. Teschendorf.—p. 1009. 

*“Hepatolienal Manifestation in Patients with Peculiar Form of Acute 
Anterior Poliomyelitis. H. Kalk and I. Faust.—p. 1014. 

“Large Tonsils: Results of Serial Examinations. E. Miiller.—p. 1017. 


Hepatolienal Manifestations of Acute Anterior Poliomyelitis.— 
The occurrence of hepatitis is reported in 5S of 21 patients 
with acute anterior poliomyelitis who were admitted to the 
city hospital of Kassel, Germany, in 1952. Of the five patients, 
two were adults and three were children. Enlargement of the 
liver and the spleen was observed in all these patients; the 
hepatolienal manifestations disappeared after several days or - 
weeks. Icterus occurred in two patients, on the S7th day of 
the disease in a 13-year-old boy and on the 7th day of the 
disease in a 3-year-old girl. It subsided after two and a half 
weeks in the older patient, and after nine days in the younger 
patient. Liver puncture, which was performed in one of the 
adult patients, revealed activation of the cells of the capillary 
walls and occasional periportal infiltration without invasion 
of the lobules and without impairment of the liver cells. Liver 
function tests (bilirubin in serum, Gros, Takata, thymo!, and 
formol-gel) were performed but did not reveal any signs of 
dysfunction, except for an increased amount of bilirubin 
in the blood serum and a slight drop of the Gros titration 
numbers during the hepatolienal manifestations. In two 
patients, the lymphocytes and the reticular elements (lymphoid 
cells) were increased simultaneously with the enlargement of 
the liver and the spleen. It is suggested that poliomyelitis 
should no longer be considered a disease limited to the 
nervous system; on the contrary, poliomyelitis, similar to 
other virus diseases such as epidemic hepatitis, infectious 
mononucleosis, and epidemic parotitis, is to be considered a 
disease of the entire organism, with involvement of the 
reticuloendothelial system. Depending on the various types of 
the virus, one or the other of the organic systems may be 
predominantly, but not exclusively, affected. The five patients 
reported on apparently presented a peculiar, previously un- 
known form of poliomyelitis, rather than a double infection. 


Large Tonsils.—Of 641 children between the ages of 5 and 16 
years who were examined in school, 20 had had their tonsils 
removed; of the remaining 621, 87 (14%) had healthy tonsils, 
368 ($9.3) had chronic tonsillitis limited to the tonsils, and 
166 (26.7%) had chronic tonsillitis, with peritonsillar ad- 
hesions. Extremely small tonsils were observed in 192 children 
(30.9%) and extremely large tonsils in 112 (18.5%). The 
preoperative condition of the tonsils for which tonsillectomy 
was indicated was compared with the microscopic findings in 
the specimens after tonsillectomy. Follow-up examinations 
were carried out for six months to one year in 85 children 
who had tonsillectomies. The author’s statistical data and the 
results of the various examinations suggest that extremely 
large tonsils do not occur in childhood as frequently as had 
been assumed. The examining physician may often be misled 
by an optical illusion, that is, the tonsils may appear very 
large Only because the pharyngeal space of a child is rela- 
tively small and the tonsillar fossa flat. Hyperplastic tonsils 
are rare and were observed only in 2 (1.7%) of the 621 
children. Form and size of the tonsils depend mainly on 
inflammatory factors beside hereditary factors such as growth 
capacity of the crypts and of the lymphatic tissue. The mere 
size of the tonsils as a mechanical obstacle requires surgical 
treatment only in exceptional cases. Removal of tonsils is 
indicated by a chronic condition of local inflammatory type 
or by general pathological phenomena with a local cause. 
Chronic tonsillitis nearly always is associated with swelling 
of the regional lymph nodes, which, therefore, are of sig- 
nificance in diagnosis, particularly in children. Enlargement 
and induration of lymph nodes subside partly or completely 
after the enucleation of the tonsils in a large number of cases. 
This applies to large as well as to small tonsils that had been 
affected by chronic inflammation. 
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Die Medizinische, Stuttgart 
No. 29/30:937-976 (July 25) 1953. Partial Index 
*Diagnostic Value of Cardiac Catheterization in Patients with Acquired 
Valvular Defects. O. Bayer and H. H. Wolter.—p. 937. 


New Possibilities of Therapy with Repository Insulins. P.  Petrides. 
—p. 940. 


Hibernation—an Actual Problem of Comparative Physiology. E. L. 
Schafer.—p. 941. 


Respiration as Factor of Evaluation in Patient with Cardiac Disease. 
H. C. Landen.—p. 946. 

Cardiac Catheterization in Patients with Acquired Valvular 
Defects.—According to Bayer and Wolter, defects of the 
mitral valve are primarily associated with characteristic 
changes in the pulmonary circulation. The pulmonary capillary 
pressure, which may be obtained by advancing the cardiac 
catheter into a peripheral pulmonary artery branch up to the 
occlusion of the lumen, is a useful measure for the pressure 
conditions in the left auricle. Despite the elevated pressure 
gradient of the flow into the left ventricle (ratio: pressure of 
left auricle and diastolic ventricular pressure), reduced expired 
volumes may be observed in most of the patients with severe 
mitral stenosis. Using the Gorlin and Gorlin formula, it is 
possible to calculate the remaining surface of the valvular 
orifice from the obtained data, namely, (1) the minute volume 
in relation to the diastolic time of the inflow (diastolic flow 
volume) and (2) the pressure gradient at the valve itself. Thus 
the exact degree of the stenosis can be determined. Besides 
the information gained from the recording of the pulmonary 
capillary pressure curve about the mean pressure in the left 
auricle, changes in the pulmonary capillary pressure curves 
due to mitral regurgitation may be detected. Observations in 
140 patients with mitral stenosis and combined mitral defects 
showed that not only waves of pronounced ventricular reflux 
may characterize the mitral insufficiency, but already slight 
increases in the systolic portion of the curve may indicate the 
presence of regurgitation. The evaluation of such changes 
must be made carefully with consideration of additional fac- 
tors, such as mean filling pressure of the auricle, mean 
pulmonary capillary pressure, and auricular fibrillation. The 
exact evaluation of the tracing of the pulmonary capillary 
pressure curve is of great importance because of the occasional 
absence of clinical symptoms of mitral insufficiency. In several 
patients with a diagnosis of mitral regurgitation based ex- 
clusively on the changes of the pulmonary capillary pressure 
curve, this diagnosis was established by surgical intervention 
while preoperative phonocardiographic recordings and roent- 
genologic examination did not suggest mitral insufficiency. In 
patients with pure mitral insufficiency in the state of left 
decompensation, pronounced increases of the mean pulmonary 
capillary pressure up to values of 30 to 45 mm. Hg, like 
those associated with mitral stenosis and combined mitral 
defects, were not observed. Increased pressure in the left 
auricle and herewith in the pulmonary capillary pressure curve 
occurred only with failure of the left ventricle and increased 
diastolic ventricular pressure. Corresponding changes in the 
pressure curve of the right auricle were observed in patients 
with insufficiency of the tricuspid valve. The results of cathe- 
terization of the heart may also establish the clinical suspicion 
of a relative pulmonary insufficiency occasionally associated 
with mitral stenosis. An increased amplitude with considerable 
drop in diastolic pressure may be observed as the essential 
criterium in the pressure curve of the pulmonary artery. 


Edinburgh Medical Journal 
60:341-372 (Aug.) 1953 


Development and Growth of Intervertebral Disc. R. Walmsiey.—p. 341. 

Lysivane in Treatment of Parkinsonism. R. O. Gillhespy.—p. 365. 

Transactions of the Medico-Chirurgical Society of Edinburgh Session 132. 
—1952-1953; Pp. 59-74, 

Thymectomy in Myasthenia Gravis. D. M. Dunlop.—p. 59. 

Thymectomy in Myasthenia Gravis. K. P. Brown.—p. 70. 


60:373-408 (Sept.) 1953 
Hazards of Maior Surgery. J. Bruce.—p. 373. 
Case of Gastro-Intestinal Lymphomatosis. H. Russell.—p. 397. 
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Giornale di Clinica Medica, Parma 
34:649-756 (June) 1953. Partial Index 


*Juice of Licorice in Treatment of Ulcer: Experimental and Clinical 
Contribution. G. Carpetti and B. Magnani.—p. 649. 
Behavior of Cardiovascular Apparatus During Treatment with Sulfureous 


Mud Baths: Clinical and Electrocardiographic Study. C. Forattini 
—p. 673. 


Introduction to the Study of States with Blood Fibrinogen Deficiency. 
M. Ferrari.—p. 687. 


Licorice Juice in Treatment of Ulcer.—Juice of licorice added 
to the diet of eight normal guinea pigs for from three to 
four weeks produced a weight gain of 14% of the initial 
values. The weight gain in six control guinea pigs was only 
6% of the initial values. Toxic manifestations never appeared, 
and autopsy (none of the animals died spontaneously) re- 
vealed no structural abnormalities. There was, however, a 
16° decrease in the weight of the adrenal glands, and their 
merphological aspect resembled that which follows adminis- 
tration of large doses of desoxycorticosterone. It indicated a 
functional rest of the glomerular zone. The authors produced 
acute peptic ulcers in 14 guinea pigs by an intensive stimula- 
tion of the gastric secretion with administration of large doses 
of histamine. The general toxic actions of the drug were 
blecked by concurrent administration of histamine-antagoniz- 
ing agents. Then eight of these animals were given juice of 
licorice in doses of 2 gm. per kilogram of body weight daily 
for 30 to 36 days. The secretion of the gastric mucosa was 
not inhibited nor was the formation of ulcer prevented. In 
vitro studies on the intestine removed from guinea pigs re- 
vealed only a slight antispastic action of the juice. The authors 
gave orally 20 to 25 gm. of juice of licorice in 100 cc. of water 
to four patients with gastric ulcer before and after meals. 
A month later there was a subjective improvement with 
progressive disappearance of the symptoms, gain of appetite 
and sometimes of weight. Despite these improvements, how- 
ever, the gastric hyperchlorhydria persisted or was increased. 
Thus, these clinical results cannot be attributed to a modi- 
fication of the gastric secretion nor to the mild antispastic 
action of the juice. They are ascribed to the desoxycorti- 
costerone acetate-like activity of this juice that has been 
described by other authors. 


Hoja Tisiologica, Montevideo 
13:107-238 (June) 1953. Partial Index 


Treatment of Pulmonary Tuberculosis: Isoniazid by Oral Route. M. Mello 
Aguerre and R, J. Pintos Fuentes.—p. 10 

*Hypertrichosis in Tuberculous Meningitis: Two Cases. R. Cetrangolo. 
—p. 136. 


Iherapeutic Pneumothorax: General Study. R. E. Marin Pittaluga. 
—p. 178. 


Ep demiological Significance of Study of Contacts in Tuberculosis. 
R. Racine.—p. 196 


Hypertrichosis in Tuberculous Meningitis.—Hypertrichosis oc- 
curs in a high percentage of cases of tuberculous meningitis 
in the course of antibiotic therapy. It is more frequent in 
children between the ages of 2 and 5 years and in young 
adults than in patients of other ages. The condition develops 
within the first three months of antibiotic therapy, lasts three 
months to one year, And disappears with the clinical improve- 
ment of the patient. Its type, diffusion, and location depend 
on the acuteness of the sympathetic disorders associated with 
the tuberculous meningitis. The author reports two cases, one 
in a child S years old and another in a girl 17 years old. 
Tuberculous meningitis followed a favorable course due to 
administration of large doses of isoniazid by the intraspinal 
and oral routes. Marked hypertrichosis of the face and lower 
limbs appeared early in the course of the antibiotic therapy 
and has persisted to the present after clinical cure of the 
patients. The author directs attention to the following facts: 
(1) disorders of hair growth are reactions of the sympathetic 
nervous system to spinal paralysis, multiple sclerosis, and 
tuberculous internal hydrocephalus, all of which have been 
reported in the literature and (2) antibiotic therapy in tuber- 
culous diseases without meningitis, as well as in nontuber- 
culous meningitis and nontuberculous internal hydrocephalus 
is not followed by hypertrichosis. He states that hypertrichosis 
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in the course of antibiotic therapy of tuberculous meningitis 
is an inflammatory reaction with irritation of the diencephalo- 
hypophysial segment due to the contact of the nervous tissues 
with toxins of tubercle bacilli in the exudates of meningo- 
encephalitis. The reaction elicits a response of the cortico- 
adrenal system that results in the abnormal growth of hair. 


Irish Journal of Medical Science, Dublin 


6:257-288 (July) 1953 
Hydramnios: Survey of 100 Cases. A. P. Barry.—p. 257. 
Isoniazid in Treatment of Pulmonary Tuberculosis. B. O’Brien.—p. 265. 
In Vitro and In Vivo Activity of Isoniazid on M. Tuberculosis. M. L. 
Conalty.—p. 267. 
Radiological Determination of Placental Site. S. J. Boland.—p. 274. 
Cardiac Arrest. B. G. B. Lucas.—p. 280. 
Subarachnoid Haemorrhage During Cortisone — M. Hickey, J. B. 
Coakley, M. I. Drury and H. Moore.—p. 


Journal of Bone and Joint Surgery, London 
35-B:169-338 (May) 1953. Partial Index 


*Role of Sympathectomy in Treatment of Causalgia. R. Barnes.—p. 172. 

Posterior Intervertebral Fusion of Lumbar Spine: Preliminary Report of 
New Operation. A. James and N. W. Nisbet.—p. 181. 

Treatment of Subcapital Fractures of Neck of Femur with Nail-Plate 
and Wedge Osteotomy. J. C. McNeur.—p. 188. 

Sign of Sciatic Nerve Root Pressure. R. H. Cram.—p. 


Uncommon Complication of Slipping of Upper Femoral stots F. T. 
Wheeldon.-—p. 196. 


Reconsiueration of Cup Arthroplasty of Hip with Precise Method of 
Concentric Arthroplasty. J. C. Adams.—p. 199. 
*Synovectomy and Curettage in Treatment of Tuberculosis of Joints. 
C. Wilkinson.—p. 


209. 
Caleifying Enchondroma of Long Bones. W. Laurence and E. L. Franklin. 


seamen Ossea: Critical Review, with Reports of Four Original Cases. 
J. Evans.—p. 229. 

Myositis Ossificans Progressiva. K. S. Grewal and N. Das.—p. 244. 

Trumble Graft: Review of 36 Cases. B. Stratford.—p. 247. 

Os Paracuneiforme: Some Observations on an Example Removed at 
Operation. A. B. Morrison.—p. 254. 

Intermetacarpal Fusion. I. S. Smillie.—p. 256. 

Use of Wire Rings for Fixation of Spinal Grafts. G. K. McKee.—p. 258. 

Neurofibroma Eroding Carpus: Report of Case. T. B. Whiston.—p. 260. 

Bilateral Glenoid Hypoplasia: Report of Five Cases. R. Owen.—p. 262. 

Xanthogranulomatous Disease of Bone with Polyarthritis: Report of 
Two Cases. G. N. Golden and H. G. H. Richards.—p. 275. 


Sympathectomy in Causalgia.—C ausalgia in 48 patients treated 
in various peripheral nerve injury centers in Great Britain 
resulted in all cases from an incomplete lesion of one or 
more nerve trunks. The pain usually had a burning quality, 
was situated in the hand or foot, and was aggravated by 
physical and emotional stimuli. Trophic and vascular changes, 
though variable, were a striking feature of the condition. 
Pain usually began within a few hours after the occurrence 
of the wound and often increased slowly in severity over the 
first few days. Slow but steady improvement was sometimes 
noted after a period varying from a few months to a year 
or more, although for several years many patients still com- 
plained of twinges of pain when they were excited or during 
hot weather. Multiple nerve injuries were common, and the 
pain was often associated with more than one nerve. All the 
injuries were caused by bomb or shell splinters or high velocity 
missiles, and in all but two cases they were at or above the 
level of the knee or elbow. The clinical features of causalgia 
and its satisfactory response to sympathectomy can be ex- 
plained by the establishment of an artificial synapse between 
the efferent sympathetic and the afferent sensory fibers as a 
result of the nerve injury. Pain arising from the disturbance 
in conduction will persist until effective insulation of the 
nerve fibers is restored or the efferent impulses in the sym- 
pathetic fibers are abolished by sympathectomy. Pain in the 
upper limb was always associated with an incomplete lesion 
of the lower trunk or medial cord of the brachial plexus or 
of the median nerve; when the lower limb was affected, there 
was an incomplete lesion of the medial popliteal division of 
the sciatic, the medial popliteal, or the posterior tibial nerve. 
These nerves carry most of the sympathetic fibers to the hand 
or foot. Prompt treatment by sympathectomy (preferably 
preganglionic), which gives marked relief in most cases, is 
essential to prevent the crippling deformities consequent to 
prolonged voluntary immobilization of the painful limb. 


J.A.M.A,, Nov. 28, 1953 


Synovectomy and Curettage in Tuberculosis of Joints.—The 
main object of operations on tuberculous bones or joints is 
to heal the local lesion. The tuberculous infection falls most 
heavily on parts of the joint where there are reticuloendo- 
thelial cells capable of trapping the tubercle bacrlli: these 
reticuloendothelial cells are found at the ends of long bones 
and in synovial membranes. Free vascular communication 
also exists between the synovial membrane, capsule, and epi- 
physes so that there is usually concomitant infection of the 
synovial membrane and the ends of the long bones. Removal 
of synovial membrane is followed by rapid regeneration; con- 
sequently, partial synovectomy accompanied by antibiotic 
treatment affords an opportunity for fresh and healthy synovial 
tissue to be developed, along with fresh blood vessels that 
will bring the antibiotic into the diseased area. Partial syno- 
vectomy, partial capsulectomy, and curettage of necrotic foci 
in the bone when present, combined with careful constitu- 
tional treatment in an open-air country hospital, gave suc- 
cessful results in 53 of a series of 62 patients with tuberculous 
disease of the spine, hip, or knee. Unstable ankylosis, often 
noted in tuberculosis of the spine, is most frequent when the 
disease is in the mid and lower thoracic regions. It is often 
followed by deformity, reactivation of the disease, and para- 
plegia, especially when perispinal abscesses or granulomas are 
present. The combined constitutional, antibiotic, and opera- 
tive treatment was helpful in securing stable ankylosis with- 
out postoperative vertebral destruction in patients presenting 
these features. Restoration of good function with preservation 
of the joint can usually be secured in patients with involve- 
ment of the hip or knee if the treatment is started in time. 


35-B:339-516 (Aug.) 1953 

*Late Results of Treatment of Congenital Dislocation of Hip. G. M. 
Muller and H. J. Seddon.—p. 342. 

Open Reduction in Congenital Dislocation of Hip. E. W. Somerville. 
—p. 363. 

Frame Reduction in Congenital Dislocation of Hip. J. C. Scott.—p. 372. 

Primary Fusion of Posterior Subtalar Joint in Treatment of Fractures of 
Calcaneum. I. L. Dick.—p. 375. 

Supracondylar-Y Fractures of Humerus. E. M. Evans.—p. 381. 

of Humerus After Supracondy iar Fractures in Childhood. 

Attenborough.—p. 386. 

ihemaiee Peripheral Detachment of Lateral Cartilage. E. A. Jack. 
—p. 396. 

*Case of Progressive Joint Disorders Caused by Insensitivity to Pain. J. G. 
Petrie.—p. 399. 


Note on Nerve Endings in Subject with Arthropathy and Congenital 
Absence of Pain. W. Feindel.— 02. 

Arthropathy of Ankle in Congenital Indifference to Pain. G. K. Rose. 
—p. 408. 

Familial Hyperplastic Callus Formation: Case Followed for 20 Years. 
G. Hilton.—p. 411. 

Hyperplastic Callus Formation in Osteogenesis Imperfecta: Report of 
Case and Review of Literature. E. H. Strach.—p. 417. 

Calcinosis: Report of Two Cases. A. de Sousa and J. P. Chaves.—p. 423. 

Case of Infantile Cortical Hyperostosis Affecting Only Clavicle and 
Scapula. J. Walley.—p. 426. 

Displacement of Upper Femoral Epiphysis in Man of 26 Years Suffering 
from Simmond’s Disease Following Head Injury. R. Farrow.—p. 432. 
Primary Asymptomatic Calcification of Articular Cartilage: Report of 

Case. D. A. W. Edwards and §S. Davis.—p. 434. 


Late Results of Treatment of Congenital Dislocation of Hip.— 
Of 889 patients with congenital dislocation of the hip treated 
within the first half of the century, 264 could be traced and 
the present state be assessed. Of the 264 patients, 155 had 
been treated by closed reduction; 108 of these had unilateral 
and 47 had bilateral dislocations. In no less than four-fifths 
of the patients with one hip treated by closed reduction before 
the age of 3 and in two-thirds of those with both hips treated, 
the results were satisfatcory. In patients between the ages of 
3 and 7 years the unilateral cases still gave almost equally 
good results, but there was a rapid falling off in the ratio of 
successes in the bilateral cases. Nine hips were treated in six 
patients by immediate open reduction and the results were 
only moderate. Secondary operative procedures following 
manipulative reduction and plaster fixation were employed in 
23 patients with 26 dislocated hips, and satisfactory results 
were Obtained in 11 hips. The shelf operation was the most 
satisfactory procedure, especially when performed within two 
years from the initiation of the treatment. There were 38 
patients in whom deterioration occurred some considerable 
time after closed reduction, the average interval between the 
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initial treatment and the operation designed to relieve the 
disability being about 12 years. The effectiveness of these 
interventions as a whole was not remarkable; the secondary 
operation gave satisfaction in a little more than one-third of 
the cases. No reduction was attempted on account of advanced 
age in 15 patients, and late operation was worth the attempt 
in only 7. Of 27 patients with completely neglected dislocation 
who had not received any kind of treatment, 15 in whom 
function was good were able to lead a moderately active life. 
Results of the various operations employed were as follows: 
Of 20 open reductions only 4 were satisfactory; the shelf 
operation gave encouraging results in about two-thirds of the 
36 hips so treated and the operation was effective in some 
children aged over 5. The notion must be abandoned that 
this is the upper age limit. Only four of nine rotation oste- 
otomies were effective. Anteversion of the femoral neck as 
a cause of instability of the reduced hip is by no means 
negligible. The effective life of the successfully treated hip is 
the most important consideration. A good result is likely to last 
until some time between the 25th and 30th years. The survivors 
continued in fair comfort into middle life. Osteoarthritis oc- 
curred in half of the cases, but disability was limited to rather 
more than half of this number. Pain was a significant com- 
plaint in rather more than One-third of all patients reexamined, 
but sometimes occurred in the absence of a degenerative 
arthritis. 


Progressive Joint Disorders Caused by Insensitivity to Pain.— 
Changes identical with those of Charcot’s joints (neurogenic 
arthropathy) in the knee, hip and spine occurred in a 27- 
year-old woman who had shown from birth a consistent lack 
of appreciation of pain. Except for loss of pain sensation she 
had no other defect in her nervous functions until the spinal 
lesion itself produced a paraplegia. It seems probable that the 
changes in the patient’s joints were due solely to the lack of 
protection usually given by the sensation of pain, though some 
recent authors have ignored loss of pain sensation as an 
important factor in the cause of neuropathic joint disease.. 


Journal of Laryngology and Otology, London 
67:437-496 (Aug.) 1953 

Surgery of Temporal Bone. T. Cawthorne.—p. 437. 

Some Aspects of Temperature, Moisture and Heat Relationships in 
Upper Respiratory Tract. P. Cole.—p. 449. 

Management of Soft Tissues in Mastoidectomy. P. Reading.—p. 457. 

Biochemistry of Endolymph, Perilymph and Cerebrospinal Fluid. E. C. 
Dodds.—p. 466. 

So-Called Primary Cholesteatoma of External Auditory Meatus. J. J. 
Biber.—p. 474. 


Journal of Mental Science, London 


99:357-634 (July) 1953. Partial Index 
Physiological Basis of Carbon Dioxide Therapy of Psychoneuroses. 
E. Gellhorn.—p. 357. 
Clinical Evaluation of Effect of Mephenesin on Anxiety. J. A. Ewing and 
J. H. Mendenhall.—p. 464. 
Left-Handedness and Stuttering as Signs Diagnostic of Epileptics. B. J. 
Bolin.—p. 483. 
Asthma and Psychosis. D. Leigh and J. W. Lovett Doust.—p. 489. 
*Psychological Concomitants of Cortisone and ACTH Therapy. L. Rees. 
497. 


Psychosomatic Aspects of Vagotomy. L. Rees.—p. 505. 
Korsakov Syndrome in Spontaneous Subarachnoid Haemorrhage. J. N. 
Walton.—p. 521. 
The Backward Baby. B. H. Kirman.—p. 531. 
Mongolism in One of Twins. J. V. Morris and R. C. MacGillivray. 
557 


Girl of Mongoloid Appearance and Normal Intelligence. W. H. P. Cant, 
J. W. Gerrard and B. W. Richards.—p. 560. 

Effects of Temporal Lobe Lesions on Behaviour in Paranoid States. 
A. J. Oldham.—p. 580. 


Psychological Concomitants of Cortisone and Corticotropin 
Therapy.—Rees_ studied the psychological changes in 40 
patients receiving 50 courses of treatment with corticotropin 
or cortisone. Disorders found in these patients included 
asthma, bronchitis, arthritis, Simmond’s disease, anorexia 
nervosa, depressive states, schizophrenia, Addison’s disease, 
angioneurotic edema, Felty’s syndrome, and anaphylactoid 
purpura. Each patient was observed by a team consisting of 


MEDICAL LITERATURE ABSTRACTS 1221 


a physician, an allergist, a pediatrician, a pathologist, and a 
psychiatrist. The following tests were carried out: weight, 
water balance, cosinophil counts, blood electrolytes, electro- 
cardiographs, daily blood pressure readings. A_ psychiatric 
history and clinical assessment was carried out. Ratings of 
behavior, mood, tension, awareness, and sociability were 
made before, during, and after treatment. During the first 
week, the patient was given injections of isotonic sodium 
chloride solution; all tests and clinical assessments were 
carried out during that week. No significant changes occurred 
during the period of inert injections; this indicates that the 
possible suggestive effect of the procedure was not important. 
No significant changes in mental state occurred in 21 of the 
patients, but in 19 changes varied from an increased feeling 
of well-being to marked restlessness, excitement, and _ir- 
ritability. In one-third of the patients showing increased well- 
being or euphoria, the change was attributable to relief of 
disability or symptoms. In the remaining two-thirds, increased 
well-being or euphoria developed before or independently of 
any relief of symptoms. In the early stages of treatment, 
elation and euphoria free from undesirable tension was found. 
If large doses or prolonged treatment was necessary, increased 
irritability and restlessness tended to develop. In some patients, 
particularly in those with asthma or rheumatoid arthritis, 
euphoria was less in second or subsequent courses of treat- 
ment. A slight improvement in well-being and appetite oc- 
curred in some patients with involutional or senile depressive 
states while they were treated with corticotropin, but there 
was no significant improvement in the depression. All patients 
subsequently recovered with electroconvulsive therapy. This 
suggests that the beneficial therapeutic effects of electro- 
convulsive therapy are not dependent on stimulating an in- 
creased endogenous release of corticotropin. The author 
believes that the absence of severe psychiatric reactions is 
due to the fact that the regimen employed prevented deviation 
in the patient’s internal environment, particularly disturbances 
in the water and electrolyte balance. This is achieved by low 
salt diet, high potassium intake, and adjustment of drug 
dosages. 


Journal of Physiology, Cambridge 
121:225-432 (Aug.) 1953. Partial Index 


Individual Variations in Metabolic Cost of Standardized Exercises: 
Effects of Food, Age, Sex and Race. K. Mahadeva, R. Passmore and 
B. Woolf.—p. 225. 

Active Absorption of Amino-Acids by Intestine. W. T. Agar, F. J. R. 
Hird and G. S. Sidhu.—p. 255. 

Conduction Velocities of Respiratory and Cardiovascular Afferent 
Fibres in Vagus Nerve. A. S. Paintal.—p. 341. 

Optic Nerve, Properties of Central Tract. P. O. Bishop, D. Jeremy and 
J. W. Lance.—p. 415. 


Lancet, London 
2:305-352 (Aug. 15) 1953 


*Natural History of Lupus Erythematosus and Its Modification by Corti- 
sone and Corticotropin (A.C.T.H.). H. Cohen and E. F. B. Cadman. 
—p. 308, 

Haemoglobin and Red Cells in Human Foetus and Their Relation to 
Oxygen Content of Blood in Vessels of Umbilical Cord. J. Walker and 
E. P. N. Turnbull.—p. 312. 

Results of Thoracoplasty: Follow-Up of 583 Patients. R. Laird.—p. 319. 

Cardiac Manifestations of Poliomyelitis. M. J. Fox, L. Sennett and J. F. 
Kuzma.—p. 323. 

Infection with Pasteurella Septica in Child Aged Three Weeks. N. C. D. 
Pizey.—p. 324. 

Bovine Plasma Processed for Transfusion: Antigenicity of “Plasma 
Heterologo” in Rabbit. J. J. Hoet, L. §. Mynors, R. R. A. Coombs and 
W. dA. Maycock.—p. 326. 

Penetrating Heart Wound: Value of Intra-Arterial Transfusion. R. R. L. 
Pryer.—p. 327. 


Lupus Erythematosus and Cortisone and Corticotropin.— 
Cortisone and corticotropin prolong the course of lupus 
erythematosus and thereby convert acute cases (those causing 
death within three months after the onset of systemic symp- 
toms) and subacute cases (in which death occurs within one 
year) into chronic conditions. There is increasing evidence to 
show that the chronic discoid and systemic varieties of lupus 
erythematosus «ere closely related. Chronic discoid lupus 
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erythematosus, which is not accompanied by constitutional 
disturbances, may be described as localized, if confined to the 
face and ears, or generalized, if it also involves the trunk and 
limbs. Systemic lupus erythematosus—acute, subacute, or 
chronic—is characterized by widespread collagen tissue 
damage, which affects particularly the vascular system and 
the serous and synovial membranes. Systemic lupus ery- 
thematosus may develop in patients with chronic discoid 
lesions, but the incidence of transition is low. Excessive 
exposure to natural or artificial sunlight and, possibly, pre- 
vious treatment with the sulfonamides are the only factors 
said to produce the change to systemic involvement, which 
cannot be predicted. The reverse transformation of systemic 
to chronic discoid disease may also occur spontaneously. The 
unpredictable remissions characteristic of lupus erythematosus 
make accurate prognosis and the evaluation of therapy diffi- 
cult. The more acute the systemic disease, the shorter, as a 
rule, is the life expectancy and the less likely are remissions. 
Cortisone and corticotropin were used by the authors in treat- 
ing 16 patients. 7 of whom had frank systemic involvement. 
The initial treatment consisted of 25 mg. of corticotropin 
given intramuscularly at six hour intervals or 25 mg. of 
cortisone given orally four times a day. The patients were 
given a low salt, high potassium diet, with additional potas- 
sium chloride orally. The doses of corticotropin or cortisone 
were reduced at intervals of from five to seven days provided 
good progress was being maintained. No deaths have occurred, 
and all but one of the patients are being maintained on 
cortisone given orally in divided doses of from 37.5 to 75 mg. 
daily. The other patient, whose response to therapy has been 
excellent although she was acutely ill, receives a weekly 
maintenance dose of 10. I. U. of corticotropin gel. Results 
were best in the four patients with the most active systemic 
disease: all felt better within a few hours after treatment was 
started. No severe complications were caused by the hormone 
therapy in these patients, and the gratifying response secured 
indicates that the use of corticotropin or cortisone is fully 
justified in all but very mild cases of lupus erythematosus. 


2:353-408 (Aug. 22) 1953 
*Pain in Chronic Gastric Ulcer: Basic Anatomy and Mechanism. V. J. 
Kinsella.—p. 353. 
Management of Breech Presentation. J. Mair.—p. 361. 
External Cephalic Version. M. R. Fell.—p. 364. 
Some Effects of Extracts of Thymus Glands Removed from Patients with 
Myasthenia Gravis. A. Wilson, A. R. Obrist and H. Wilson.—p. 368. 
Muscular Dystrophy Associated with Paroxysmal Myoglobinuria and 


Excessive Excretion of Ketosteroids. D. Acheson and D. McAlpine. 
—p. 379 


Procaine Penicillin with Aluminum Monostearate: Infrequent Injections 
for Children. S. A. Doxiadis and K. S. Holt.—-p. 376. 
Psittacosis: Two Further Human Cases. A. P. C. Bacon.—p. 376. 


Pilonidal Sinus in an Above-Knee Amputation Stump. J. H. Shoesmith. 
p 


Pain in Chronic Gastric Uleer.—Gastric ulcers removed from 
22 patients by partial gastrectomy were studied macroscopi- 
cally, and 650 histological sections were examined micro- 
scopically. Results revealed that the nerves in chronic gastric 
ulcer form two main groups, those of the ulcer edge and 
those of the gap. The nerves of the edge are the divided ends 
of the submucous and myogastric plexuses. They are the 
only constant group. They are enclosed within fused anatomic 
layers and are usually covered by the thickened mucosa and 
submucosa. They are end-bulbs, akin to those observed in 
an amputation stump. The nerves of the gap are absent when 
the ulcer ts on the anterior or posterior wall and penetration 
is complete. They are the nerves of the mesentery when the 
ulcer is on the lesser curvature and penetration is complete. 
They are embedded not in anatomic layers but in the layers 
of Askanazy. Their destruction is gradual (unlike the end- 
bulbs of the edge) and completed in the granulation layer. 
They are separated from the gastric contents by the three 
inner layers of Askanazy and by the biood circulating in the 
granulation tissue. These layers are impermeable to gastric 
acid and insensitive to caustics, including hydrochloric acid. 
The question of which causes pain, the floor or the edge of 
ulcer, that is between acid and inflammation, is decided by 
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microscopic study. There are no nerves in the floor of some 
painful ulcers but always many in the edge. The part from 
which pain arises is “the visible palpable lesion” (the ulcer 
itself in its full thickness) rather than the diffusely inflamed 
mucosa. Seasonal variations in pain and pain exacerbations 
before hemorrhage or perforation are due to acute exacerba- 
tions of the chronic inflammation. Pain fluctuations during the 
day are brought about by hemodynamic factors, alterations 
in volume, pressure, and velocity of blood flow in the painful 
tissue. Meat fibers may remain undigested for days in the 
floor of a gastric ulcer. Motor activity, including spasm, is 
not the primary cause of ulcer pain, but, if excessive, it may 
cause pain secondarily by squeezing tender tissue. Acid is not 
the primary cause of ulcer pain, but if strong enough may 
cause the stomach to squeeze tender tissue. In logical order, 
inflammation is then the primary, the motor disturbance the 
secondary, and the acid the tertiary cause of ulcer pain. The 
author considers the hypothesis that acid acting on nerve 
endings in the floor of the ulcer is the primary cause of ulcer 
pain as unscientific in that it ignores gastric pain with achlor- 
hydria and with hypochlorhydria, the deep penetrating ulcers, 
antrum gastritis, the exacerbation of pain before hemorrhage 
and perforation and seasonable variations in pain. Many pa- 
tients with “ulcer pain” have no nerves in the ulcer floor, 
some have no acid, and some even have no ulcer. The acid 
hypothesis contradicts the essential unity of the pain mecha- 
nism. 
2:409-460 (Aug. 29) 1953 
Anxiety States in General Practice. R. F. Tredgold.—p. 409. 


First Postoperative Days: Study of Pre-Ileus Following Gastrectomy. 
D. Ebrill and L. Naftalin—p. 411. 

*Myasthenia Gravis and Pregnancy. D. Fraser and J. W. A. Turner. 
—p. 417. 

*Effect of Streptomycin and Isoniazid on Miliary Tuberculosis and Tu- 
berculous Meningitis. G. M. Ritchie, R. M. Taylor and J. C. Dick. 
—p. 419. 

Effect of Corticotrophin in Idiopathic Steatorrhoea. W. T. Cooke. 
—p. 425. 


Amino-Aciduria in Rachitic Children. J. H. P. Jonxis and T. H. J. 
Huisman.—p. 428. 


Management of FExomphalos. R. W. Smithells.—p. 431. 


Contact Test: Method of Measuring Spermicidal Action. H. A. Davidson. 
—p. 432. 


Myasthenia Gravis and Pregnancy.—The course of the disease 
during pregnancy in 14 women with myasthenia gravis in 
whom pregnancy had occurred after they first had myasthenic 
symptoms was as follows: Two experienced no change in 
myasthenia, and one was slightly improved in the last five 
menths. Myasthenia progressed in four, remissions occurred 
in two, four patients were symptomless at onset and through- 
out pregnancy, and one patient, who had two pregnancies, 
had a complete remission after deep x-ray therapy at the third 
menth of the first pregnancy and a relapse in the second 
month of the second pregnancy, with myasthenic symptoms 
becoming gradually worse throughout the pregnancy. Six were 
delivered at the hospital. Apart from myasthenia, iabors were 
relatively normal and the contrast between efficient uterine 
contractions and general muscular weakness was pronounced. 
The postpartum course of the 14 patients was as follows: Of 
four patients who had been symptomless during pregnancy, 
two had postpartum relapse and two had not. Five who had 
symptoms during pregnancy had postpartum’ exacerbation, 
three had gradual deterioration postpartum, and two were not 
changed. Of seven infants (including a pair of twins) born in 
the hospital and carefully examined for evidence of myasthenia 
gravis, six were normal, but one showed definite evidence of 
myasthenia. It is concluded that myasthenic patients can go 
through pregnancy without difficulty, though there is some 
danger of a relapse necessitating increased doses of neostig- 
mine during the first three months. There is no medical 
indication for termination of pregnancy. A normal labor can 
be expected, other circumstances being normal. The greatest 
danger is a relapse in the postpartum period, especially during 
the first three weeks. For this reason it is advisable for labor 
to be conducted in the hospital and for the patient to be 
kept in hospital for three to four weeks after labor. There 
is a possibility that the infant will show myasthenic symptoms, 
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most notably in the bulbar and facial muscles. This neonatal 
myasthenia responds to neostigmine and is likely to subside 
completely in two to three weeks. 


Streptomycin and Isoniazid in Miliary Tuberculosis and 
Tuberculous Meningitis—The postmortem findings in six 
patients with both miliary tuberculosis and tuberculous menin- 
gitis treated with streptomycin and isoniazid were compared 
with those in 48 patients with either or both of these con- 
ditions, who had not received specific chemotherapy or had 
been given streptomycin alone or streptomycin combined with 
p-aminosalicylic acid. Results showed that in small recent 
tuberculous lesions, streptomycin alone caused regression but 
not resolution to occur. Resolution took place after treatment 
with streptomycin combined with isoniazid. In larger and 
older lesions, after streptomycin therapy, there was regressive 
fibrosis. When isoniazid was also administered, there was 
greatly increased vascularity, absorption of caseation, diminu- 
tion of epithelioid cells, and loosening of old fibrous tissue, 
i. e@., changes towards resolution. These changes occurred 
even in old, densely fibrosed lesions, which were not affected 
by streptomycin alone. It is suggested that the difference in 
the effects of these drugs is due to the greater diffusibility 
of isoniazid and possibly to its more rapid action on tubercle 
bacilli. It is noted that the advantages of isoniazid are not 
lost by combining it with streptomycin; combined use of these 
two drugs is the best available means of preventing the 
development of resistance to either drug by the infecting 
organism. The miliary lesions were in no way responsible 
for the death in the six patients treated with streptomycin 
and isoniazid; on the contrary the miliary lesions were all 
resolving satisfactorily. It has also been reported by other 
workers that isoniazid prevented the development of tuber- 
culous meningitis as a complication. In the six patients the 
infection had been controlled not only in the miliary, but 
also in the meningeal lesions in which again changes indicated 
partial resolution. In four patients these changes were fol- 
lowed by cerebral softening or convulsions due to swelling of 
tuberculomas. These harmful effects, for which isoniazid was 
partly responsible, must be considered in relation to the 
benefits resulting from the more thorough control of the 
infection. Larger clinical series will be required to assess the 
value of isoniazid in this condition. 


Medical Journal of Australia, Sydney 
2:1-40 (July 4) 1953. Partial Index 


*Note on Leprosy as Aetiological Factor in Weber-Christian Syndrome. 
J. H. W. Birrell.—p. 7. 


Human Engineering: New Technology. J. C. Lane.—p. 7. 
Sigmoidoscopy. E. S. R. Hughes and J. B. Turner.—p. 10. 
Stability of Urinary Diastase. F. G. Bell and J. B. Paton.—p. 15. 


Aetiology and Modern Treatment of Acne Vulgaris. J. C. Belisario. 


Leprosy as an Etiological Factor in the Weber-Christian 
Syndrome.—The Weber-Christian syndrome, or _ relapsing 
febrile nonsuppurative nodular panniculitis, is a condition 
characterized by recurrent fever associated with the formation 
of single to multiple crops of tender or painless inflammatory 
nodules in the panniculus adiposus. Birrell says that in 1952 
he observed and reported the case of a 37-year-old man of 
Maltese origin who had lived in Australia for two years and 
who presented the typical symptoms of the Weber-Christian 
syndrome. Shortly after the publication of this case another 
person from Malta was seen at the Alfred Hospital, Mel- 
bourne; there was a similar clinical and histological picture. 
Leprosy was suggested in this second case, and Ziehl-Neelsen 
staining was carried out on biopsy material from one of the 
nodules. The finding of organisms typical of Mycobacterium 
leprae in this second case immediately led to a reexamination 
of the biopsy material from the first case and to the dis- 
covery of similar organisms in it. Birrell feels that these 
observations imply that the Weber-Christian syndrome is only 
a syndrome and not a specific disease and that leprosy may 
well be one of the etiological agents. A proportion of cases 
of the Weber-Christian syndrome may actually be cases of 
leprosy in a relatively early stage. 
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Minerva Medica, Turin 
44:1503-1530 (June 6) 1950 


*History of Human Antituberculous Vaccination with Killed Bacilli in 
Last 50 Years. G. De Toni.—p. 3. 

Study of Iron Metabolism in Hemochromatosis. O. Bongini and F. 
Sicuteri.—p. 1512. 

Parasitic Pseudotumors: Four Cases of Autochthonous Nematodiasis 
Caused by Filaria-Like Parasite. G. Rossi and M. Genesi.—p. 1517. 


Antituberculous Vaccination Italy.—Antituberculous vac- 
cination with killed bacilli and results obtained with it in Italy 
during the last 50 years are reviewed. In 1903 Maragliano 
asserted that a vaccine of bacilli killed by heat had an antigen 
property and could induce immunity against tuberculosis. The 
allergy to tuberculin was, however, weak and _ short-lasting. 
A vaccine of bacilli killed by ultraviolet rays yielded better 
results. But the best results were obtained 25 years ago by 
Petragnani with a vaccine of tubercle bacilli killed by formal- 
dehyde and stabilized through a process that reduced their 
virulence but preserved their morphological and chemical 
characteristics. Petragnani’s was a great contribution to the 
problem of antituberculous vaccination. But he should not 
have called this vaccine “anatuberculin” because for a long 
time, especially in countries other than Italy. “Petragnani’s 
anatuberculin” was thought to be a particular type of tuber- 
culin. Had he used the term “tuberculous formaldehyde vac- 
cine,” many misunderstandings would have been avoided and 
his contribution would have been appreciated earlier. In Italy, 
however, vaccination with Petragnani’s anatuberculin has been 
carried out on a wide scale. Most of the work in this field 
has been done by Salvioli, who after many experiments intro- 
duced the method of injecting the vaccine intradermally by 
four simultaneous injections arranged quadrilaterally on the 
forearm. A constant and long-lasting allergy to tuberculin was 
obtained and the mortality for tuberculosis was decreased 
among the vaccinated persons. The clinical tuberculous mani- 
festations were also less severe in children in whom tuber- 
culosis developed after they had been vaccinated. But an 
intense local reaction to the vaccination with formation of 
cold abscesses and permanent conspicuous scars after healing 
were pronounced side-effects. Multiple puncture vaccination 
was then introduced in an attempt to minimize the local re- 
action. It gave good results in persons older than six years 
but failed in infants. Vaccination with killed BCG bacilli was 
also attempted in the meantime, but the allergic state obtained 
was inferior to that produced by living BCG bacilli. Therefore 
studies were resumed on Petragnani’s anatuberculin. In 1950 
Salvioli combined anatuberculin with hyaluronidase. The 
enzyme potentiated the activity of the killed bacilli. The al- 
iergy became manifest two to three months after the vac- 
cination. It was present in 95% after one year, and it became 
more pronounced as time passed. Local reactions were less 
severe, possibly because the bacilli were mobilized by the 
enzyme and produced granulomas of the tuberculous type in 
the satellite lymph nodes. Results with “Salvioli’s diffusing 
vaccine” are promising, but studies are still in progress and 
a definitive evaluation of its effects is premature. 


Miinchener medizinische Wochenschrift, Munich 
95:789-812 (July 17) 1953. Partial Index 


*Results of Surgical Treatment in 55 Cases of Mitral Stenosis. O. Bayer, 
E. Boden and E. Derra.—p. 789. 


Effect of Penicillin on Vitamin A Content of Serum as Wel! as on Night 
Vision. H. Haubold, W. Loew and E. Kolb.—p, 792. 
Use of Ultraviolet Light for Sterilization of Air. H. O. Hettche.—p. 798. 


95:813-836 (July 24) 1953. Partial Index 


Clinical Pathology of Cardiac Metabolism Under Neurohormonal In- 
fluence. W. Raab.—p. 813. 


*Results of Surgical Treatment in 55 Cases with Mitral Stenosis. O. Bayer, 
E. Boden and E. Derra.—p. 817. 


Reducing Inflammation by Increasing the Peripheral Circulation. N. Lud- 
wigs.—p. 822. 


Results of Surgical Treatment in 55 Cases of Mitral Stenosis. 
—Bayer and associates review the results they obtained in 
the surgical treatment of 55 patients with mitral stenosis. 
The majority of the patients were in the fourth decade, anc 
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41 were women. The majority of the patients belonged to 
groups 3 and 4 according to Baker’s classification. There were 
eight fatalities, including one late one (after six months) re- 
sulting from cerebral embolism. Of the surviving patients, 3 
experienced no improvement, 5 were slightly improved, 18 
obtained good results, and 21 had very good results. Com- 
paring their own results with those obtained by other sur- 
geons, Bayer and associates find that on the whole their own 
results are about the same as those of other authors, although 
with increasing experience Bailey and associates have reduced 
the mortality rate to 5%. Experiences in their last 27 patients 
make Bayer and his collaborators hope that they too will 
eventually equal this low mortality rate. The surgical results 
are in general more favorable in cases of pure mitral stenosis 
without calcification than in cases in which the stenosis is 
complicated by mitral insufficiency and severe valvular calci- 
fication. In cases in which mitral regurgitation is considerable, 
correction of this defect will have to be added to the commis- 
surctomy. In the presence of severe valvular calcification, the 
motility of the valvular edges, even after cCommissurotomy, 
is so slight that mitral insufficiency appears or becomes in- 
tensified. Catheterization of the right side of the heart, which 
permits exact determination of the pressure conditions in the 
pulmonary circulation in the right side of the heart and 
measurement of the minute volume doubtlessly is the best 
method for estimating the result of the operation; however, 
the authors feel that the decrease in pressure in the left auricle 
during operation, the postoperative determination of arterial 
oxygen saturation, and the examination of pulmonary function 
during rest and after measured physical exertion will also be 
helpful. The efficacy of mitral commissurotomy is further 
corroborated by changes in clinical, roentgenologic, and elec- 
trocardiographic aspects as well as in the subjective condition 
of the patients. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
97:1741-1816 (July 4) 1953. Partial Index 


Value of Methylene Blue During Chronic Exposure to Low Concentra- 
tions of Carbon Monoxide in the Air. J. F. de Wijn and W. F. Doath. 
—p. 1747. 


Osteoporosis After Menopause. M. E. Kulsdom.—p. 1756. 
*Wilms’ Tumor. F. H. van Gulik.—p. 1763. 
*Neurosyphilis. A. Verjaal.—p. 1767. 


Wilms’ Tumor.—Embryonal tumors of the kidneys are known 
under many different terms, but what is generally referred 
to as Wilms’ tumor should really be referred to as embryonal 
carcinoma of the kidney. After commenting on various asp2cis 
of this tumor, particularly that it practically never occurs 
beyond the age of puberty, the author presents the case of 
a man, aged 51, who had such a tumor. The growth was 
removed; the operative specimen weighed nearly 10 kg. and 
measured 40 by 30 by 20 cm. A sac containing about 4 
liters of fluid and necrotic debris surrounded the tumor, which 
alone weighed 5,400 gm. Histological examination revealed 
that it was an adenosarcoma. Several months after the opera- 
tion the patient stated that he felt quite well. 


Neurosyphilis.—During the !ast 10 years, Verjaal treated 10 
patients with neurosyphilis in whom the cerebrospinal fluid 
showed noticeable pleocytosis, increased protein content, and 
a pathological colloid curve. The clinical pictures varied 
greatly in these patients. Half of the patients were treated 
with arsphenamine and bismuth and the others were treated 
with penicillin. The results obtained with arsphenamine and 
bismuth were discouraging, in that only 6 of 14 patients were 
cured. The results obtained with penicillin seemed more 
favorable. However, in some of these cases the follow-up 
period has not been long enough to permit conclusions. Two 
patients in whom treatment with arsphenamine and bismuth 
failed were later cured with penicillin. On the other hand, 
two who failed to respond to penicillin were successfully 
treated with arsphenamine and bismuth. No relapse or exacer- 
bation was ever observed after the changes in the cerebro- 
spinal fluid had compietely disappeared. 
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Nordisk Medicin, Stockholm 


§0:1029-1062 (July 23) 1953 

Vitamin B, Folic Acid and Citrovorum Factor. W. Nyberg.—p. 1029. 

*Recent Therapy in Acute Leukemia in Children (Folic Acid Antagon- 
ists and ACTH/Cortisone). A. Kass.—p. 1032. 

Bone Marrow and Blood Picture in Cases of Splenomegaly. E. H. 
Martensson, L. Jacobsson and H. A. Hansen.—p. 1036. 

Pulmonary Changes in Paragonimiasis. M. Roelsgaard.—p. 1040. 

Blood Transfusion in Infants and Young Children. H. Enell and R. 
Kostmann.—p. 2. 

Purpura in Tuberculosis. J. Steffensen.—p. 1044. 

Tropical Eosinophilia. G. Hertzberg.—p. 1046. 


Recent Therapy in Acute Leukemia in Children (Folic Acid 
Antagonists and ACTH/Cortisone).—Nineteen children with 
acute leukemia, 13 boys and 6 girls, from 3 months to 13 
years of age, have been treated at the Bergen Children’s Clinic 
since it Opened two and a half years ago. All received anti- 
bictics and all but one, who was in forlorn condition on ad- 
mission, were given repeated blood transfusions. The duration 
of survival after establishment of the first symptoms, Kass 
repcris, was about three and a half months for the eight 
patients not given aminopterin. It was six and a half months 
for the 11 who received aminopterin, nine of whom also 
received corticotropin and some also cortisone. After nineteen 
courses Of treatment with aminopterin, complete remission 
for two and a half and three months respectively resulted in 
two cases. After combined aminopterin-corticotropin treatment 
in two patients, partial remission for three weeks followed in 
one instance. Thirteen courses of corticotropin and two of 
cortisone in eight patients resulted in three complete remissions 
for from three to six weeks and seven partial remissions for 
up to two months. 


Pediatria, Naples 
61:313-487 (May-June) 1953 


Thalassanemia Minima. I. Gatto and L. Valentino.—p. 313. 

Coniribution to Knowledge of New Hemorrhagic Disease Analogous to 
Hemophilia (Deficiency of Plasma Thromboplastin Component). M. 
Amato and A. Camera.—p. 336. 

*Study of Mechanism of Action of Sodium Salicylate in Antirheumatic 
Therapy. U. Pellegrini and I. Sala—p. 351. 

Aspects of Tuberculous Pathology in First Three Years of Life in Rela- 
tionship to Mode of Infection: Case Reports with Known Source of 
Infection. G. Crocco and M. Saggese.—p. 359. 

Recessive Dystrophic Epidermolysis Bullosa. C. Imperato.—p. 389. 

Tuberculous Allergometry and Erythrocyte Sedimentation Rate: Disturb- 
ing Effects of Two Contemporary Intradermal Inoculations on Allergo- 
metric Values. G. Vallarino and M. Cajati.—p. 425. 


Sodium Salicylate in Children.—A group of children between 
the ages of 5 to 9 years were given antirheumatic therapy 
consisting of one intravenous injection of 1.2 gm. of sodium 
salicylate in a 30% solution of distilled water (4 cc.). For 
a second group of children of the same ages, the therapy 
consisted of oral administration of 0.20 gm. of sodium sali- 
cylate and 0.20 gm. of sodium bicarbonate per kilogram of 
body weight in 24 hours. The drugs were given in divided 
doses every three hours, and the therapy was continued for 
four days. The peripheral eosinophilia and the urinary excre- 
tion of 17-ketosteroids and 11-oxycorticosteroids were studied 
in all the children before and after the therapy. The number 
of peripheral circulating eosinophils dropped in both groups 
of children, and there was a constant and pronounced in- 
crease of the urinary excretion of 17-ketosteroids. The 11-oxy- 
corticosteroid excretion was also increased. This suggests that 
the drug stimulated the function of the adrenal cortex and 
affected all the zones of the cortex. The excretion of metabo- 
lites of the androgen hormones was more pronounced in these 
children than in adult men during salicylate therapy. This 
may be ascribed to the fact that the 17-ketosteroids in the 
child come almost exclusively from the cortex of the adrenal 
gland rather than from the testicles, as in adult men. This 
drug, like cortisone, enhances protein catabolism and increases 
the uric acid excretion. It also increases the amount of inter- 
stitial fluid and subsequently the plasma volume. Pain and 
swelling of the joints disappear, and the erythrocyte sedimen- 
tation rate returns to normal. Salicylate therapy also exerts 
its action on the central nervous system (antipyretic and 
analgesic) and on the blood coagulation mechanism (pro- 
thrombin time). 
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Practitioner, London 


171:117-228 (Aug.) 1953. Partial Index 

Muscle Relaxants. A. D. Marston.—p. 121. 

Emergency Anaesthesia. W. D. Wylie.—p. 129. 

Anaesthetic Emergencies. R. Woolmer.—p. 136. 

Local Anesthesia. W. W. Mushin.—p. 144. 

Chemicals in Foodstuffs. M. Pyke.—p. 166. 

Medical Curriculum as Training for General Practice. R. M. McGregor. 

—p. 173 


Presse Médicale, Paris 
61:1019-1938 (July 18) 1953. Partial Index 


Steroid Balance and Testosterone Metabolism in Cirrhosis. J. Warter, 
J. Schwartz and J.-P. Weill.—p. 1019. 

* Possibilities and Limitations of Extemporaneous Cytodiagnosis. (Comment 
on 1,000 Cytological and Histological Comparisons). G. Castelain and 
C. Castelain.—p. 1020. 


Extemporaneous Cytodiagnosis.—The results obtained by cyto- 
logical study of tumor smears and impressions in 1,000 cases 
were compared with those obtained by histological study in the 
same cases. Scarcity or lack of nucleated elements prevented 
interpretation of the smears in 10 cases, while in 3 others 
there was disagreement between the results. Two of these 
showed evidences of malignant characteristics in the smears 


but not in the histological specimens. Careful observation and. 


trained judgment are essential to correct evaluation of cell 
characteristics; although isolated neoplastic cells are sometimes 
obviously abnormal, they may at other times show very few 
structural irregularities. Smears and impressions can often 
be interpreted more easily, because of the number of cells 
shown and the ease with which they can be compared. Aniso- 
chromia and anisonucleosis can readily be seen even with 
weak magnification, and, when the magnification is increased, 
many of the nucleocytoplasmic disturbances characteristic of 
malignant cells become evident. Beginning metastases in lymph 
nodes may be highly localized; consequently, smears should 
be taken from the whole of the cut surface and even in some 
cases from several parallel sections. Both smears and impres- 
sions should be made in each case, because neoplastic tissue, 
which is often more coherent than the lymphoid and reticular 
tissue of the lymph node, is more difficult to detach and may 
be absent from the impression, appearing only in the smears. 
The appearance and density of the cells shown in smears 
and impressions taken from benign tumors of the breast differ 
largely from those found when the tumors are malignant. 
Not only the earliest structural deviations in tumor cells can 
be recognized by this method of cytological study, but their 
degree of malignancy may also be appraised to some extent, 
giving the method prognostic as well as diagnostic value. 


Proceedings of Royal Society of Medicine, London 


46:591-684 (Aug.) 1953. Partial Index 


Later Results of Perforating Eye Injuries. M. Savory.—p. 596. 

Amoebic Granuloma of Colon. I. Stewart.—p. 613, 

Megacolon. R. H. Gardiner.—p. 616. 

Congenital Rectal Stenosis. H. W. A. Baron.—p. 621, 

Radical Excisions for Cancer of Transverse Colon and of Left Side of 
Colon, S. O. Aylett.—p. 624. 

Treatment of Meningeal System by Means of Radioactive Colloidal Gold 
and X-Rays. C. L. Lewis.—p. 653. 

Value of Radiology in Assessing Progress of Duodenal Ulceration Under 
Treatment. G. Simon and G. du Boulay.—p. 655 

Anorexia Nervosa: Study in Prognosis. D. W. K. Kay.—p. 669. 


Schweizerische medizinische Wochenschrift, Basel 
83:707-726 (Aug. 1) 1953 

*Physiopathological Bases of Hypothermia and Possibilities of Combina- 
tion of Hypothermia and Extracorporeal Circulation, A. M. Dogliotti 
and E. Ciocatto.—p. 707. 

Partial Nephrectomy in Renal Tuberculosis, G. Stahli.—p. 711. 

Significance of Thrombocytes in Allergic Processes: II. Agglutination 
of Thrombocytes in Blood of Patients After Addition of Allergen. 
P.. Hoigné and H. Storck.—p. 718. 

id.: Ill. Animal Experimenis on Problem of Antibody Content of 
Thrombocytes. R. R. Hoigné, H. Frei and H. Storck.—p. 721. 

Prophylaxis of Caries by Means of Fluoridation of Milk. E. Ziegler. 

723. 
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Physiopathological Bases of Hypothermia.—Induced hypo- 
thermia or refrigeration produced by physical means should 
be clearly differentiated from artificial hibernation produced 
by the use of drugs. The authors believe that massive and 
prolonged administration of the drugs contained in the mix- 
tures employed to secure artificial hibernation may be _ in- 
jurious and that their effect cannot be adequately controlled; 
consequently, they present only the results of their studies 
on hypothermia produced by cold. The critical temperature 
below which life is impossible depends on ys such as the 
species of the animal exposed to the cold, age, weight, 
and condition of the subject, the speed with ‘which refrigera- 
tion takes place, and the marked individual variations in 
neurovegetative response to cold. Experiments with guinea 
pigs show that tolerance for hypothermia is better when the 
chilling and subsequent reheating are carried out quickly than 
when they are induced gradually. Functional paralysis of the 
neurovegetative system and suppression of consciousness are 
secured by administration of a ganglion-blocking agent (me- 
thonium salts) and an antihistamine. Blocking of the neuro- 
vegetative system makes it possible to induce refrigeration 
more quickly and with less danger because it lessens the 
body’s resistance to cold. Rapid restoration of the temperature 
to normal may be facilitated by parenteral administration of 
cortisone or corticotropin in varying doses. Overdosage may 
be dangerous because it may result in adrenocortical inhibition 
and failure to respond to stimulation. Hypothermia induced 
by this method facilitates operations on the heart. Benefits 
obtained from its use in connection with the authors’ arti- 
ficial heart-lung apparatus for extracorporal circulation in 
dogs subjected to cardiac interventions were especially en- 
couraging. Hypothermia induced by the authors’ method was 
used in treating 33 patients with congenital malformations of 
the heart and great vessels and 16 patients requiring neuro- 
surgical procedures. Results were good in 32 of the patients 
in the first group and in 14 of those in the second. Convinc- 
ing evidence of the value of hypothermia in preventing injury 
to the nervous system as a result of reduced circulation was 
provided when circulation was restored without symptoms of 
cerebral damage after cardiac arrest of 10 minutes’ duration 
in a child undergoing valvulotomy for congenital stenosis 
affecting the pulmonary artery. 


83:727-750 (Aug. 8) 1953. Partial Index 

Cation Exchange Resins in Treatment of Dropsy. A. F. Essellier, P. 
Jeanneret and H. Rosenmund.—p. 727. 

*Serology of Toxoplasmosis. W. Roth.—p. 731. 

Paralysis of Ischiadic and Peroneus Secondary to Traumatic Dislocation 
of Hip Joint and Dislocation of Hip Joint Associated with Fractures. 
E. Trojan.—p. 734. 

Nontermented Grape Juice: Question of Tolerance. K. Bucher, A. Mum- 
enthaler and K. Weisser.—p. 735. 

Shock and Loss of Blood in Surgery. R. A. C. Herron.—p. 739. 


Serology of Toxoplasmosis.—Toxoplasma neutralization tests 
on rabbits, Sabin-Feldman’s dye tests, and complement fixation 
tests were performed on a large number of serums from 
patients with established and suspected toxoplasmosis and 
serums from control persons. Results showed that the neutra- 
lization test on rabbits is too sensitive for the examination of 
serums from patients with suspected toxoplasmosis. A quan- 
titative picture of the antibodies in the serum can be obtained 
by the Sabin-Feldman’s dye test provided that in addition the 
complement fixation test is performed. Results from the dye 
test may be positive within a few days after the infection with 
Toxoplasma and titers may remain high for years, while 
results from the complement fixation test remain negative 
during the acute phase of the disease, turning to positive after 
several weeks and becoming negative again after several 
months. It is therefore advisable to repeat the tests after two 
to four weeks. Positive results from the repeated tests will 
be of particular diagnostic significance. The infection with 
Toxoplasma can be considered as established only if on 
repeated examination the high dye test titer is even higher or 
if the high dye test titer is unchanged but the result of the 
complement fixation test has turned from negative to positive. 
In any case, clinical manifestations and serologic findings 
should be interpreted simultaneously. 
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Semaine des Hopitaux de Paris 
29:2427-2492 (July 26-30) 1953. Partial Index 


*Outline of a Kinetic Conception of Adrenocortical Insufficiency. P. A. 
Bastenie, V. Conard, N. Cordier and J. R. M. Franckson.—p. 2427. 
Amyloidosis and Hypocortical Syndrome. Metabolic Study of Case. V. 
Conard, J. R. M. Franckson and G. Taymans.—p. 2435. 
Hypoglycemia and Hypersensitivity to Insulin During and After Treat- 
ment with Cortisone. P. A. Bastenie and M. Verbiest.—p. 24338. 
Treatment of Hypophyseal Myxedema. P. A. Bastenie.—p. 2454. 


Kinetic Conception of Adrenocortical Insufficiency.—The 
adrenal cortical tissue may be almost completely destroyed in 
extreme cases. of Addison’s disease. The destruction of the 
tissue sometimes takes place rapidly; compensatory mecha- 
nisms cannot become operative, and the clinical course is 
fulminating, without any evident pigmentation. Transitional 
forms, on the other hand, may be characterized by zones of 
adenomatous hyperplasia appearing side by side with areas 
of cellular atrophy. Changes affecting the adrenal cortex 
apparently set in motion the normal regulatory mechanism of 
the adrenocortical tissue. This results in increased secretion 
of the corticotropic hormone. The hyperplasia produced by 
this hypophyseal reaction, of which one of the most obvious 
signs is pigmentation, compensates for the parenchymal de- 
ficiency, delaying the appearance of peripheral manifestations 
of adrenal insufficiency. Adrenocortical exhaustion ultimately 
occurs, however, and death ensues. Recognition of the nu- 
merous, more or less effectively compensated, transitional 
forms of adrenocortical insufficiency will make it possible to 
reestablish a satisfactory balance by adequate treatment. Small 
doses of cortisone will not only furnish the steroids essential 
to life and normal activity but will also halt the overstimula- 
tion that is largely responsible for the progressive destruction 
of the remaining adrenal tissue. The existence of mild forms 
of Addison’s disease, the dissociation between certain clinical 
and biological signs, the variable test responses of certain 
patients with Addison’s disease, and the prolonged course of 
the atrophic forms of the condition, with their exacerba- 
tions ending in brutal decempensation and death, can al] be 
explained by this kinetic conception of adrenocortical in- 
sufficiency. 


Zentralblatt tur Chirurgie, Leipzig 
78:561-608 (No. 14) 1953. Partial Index 

Exclusion of Sympathetic by Means of Blockage of Stellate Ganglion for 
Control of Pain. H. Clemens.—p. 563. 

Spinal Anesthesia: Use of Repository Strychnine Preparations to Prevent 
Headache Caused by Spinal Anesthesia. H. Lohmann.—p. §82. 

“Intermittent Massive Penicillin (Shock) Therapy in Surgery: Observa- 
tions on 1,300 Cases. A. von Lutzki.—p. 588. 


Attempted Homeotransplantation in Second and Third Degree Burns. 
W. Jung.—p 


Intermittent Massive Penicillin Therapy in Surgery.—After 
commenting on the relative therapeutic value of water soluble 
and repository penicillins, von Lutzki points out that in most 
surgical clinics in Germany both types of penicillin are used. 
He also discusses serum concentrations of penicillin that are 
necessary to exert bacteriostatic, bacteriocidal, and bacterio- 
lytic effects on various microorganisms. The results of animal 
experiments, bacteriological observations, and determinations 
of blood levels of penicillin seem to suggest that, instead of 
striving to constantly maintain a bacteriostatic penicillin con- 
tent in the blood, it might be preferable to raise the concen- 
tration of penicillin in the blood at intervals to bactericidal 
or bacteriolytic levels. By administering “massive doses of 
penicillin intermittently” (shock or thrust therapy), the patho- 
genic organisms could be combatted decisively during their 
different developmental phases, particularly during division 
and growth. At the author’s clinic this form of intermittent 
massive penicillin therapy has been in use since 1949, In 1950 
observations were reported in 400 patients in whom this form 
of penicillin therapy had been used, and since then 900 more 
patients have been treated in this way. These 1,300 patients 
included many with severe bacterial infections, such as ulcera- 
tions, abscesses, furuncles, carbuncles, thrombophlebitis, 
osteomyelitis, erysipelas, mastitis, and bronchopneumonia, and 
also hundreds of cases in which operations on abdominal or 
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thoracic organs had to be performed in the presence of bac- 
terial contamination. Observations on these patients convinced 
the author that the intermittent administration of massive 
doses of water soluble penicillin is very effective. Doses of 
400,000 I. U. are generally given twice a day. Such doses of 
water soluble penicillin produce concentrations of 20 to 60 
I. U. per cubic centimeter of serum from 15 to 30 minutes 
after the injection. This intermittent administration of massive 
doses of water soluble penicillin combines the ease of re- 
pository penicillin therapy with the therapeutic reliability of 
short interval (every three hours) injections of penicillin; in 
fact, in therapeutic efficacy it often surpasses both methods. 
The bactericidal and bacteriolytic effect of penicillin is fully 
exploited with this form of therapy, and as a result the thera- 
peutic spectrum of penicillin is extended and it becomes effec- 
tive against highly resistant microorganisms. The emergence 
of resistant strains is avoided or reduced. Local tolerance for 
high concentrations of water soluble penicillin is good. 


78:689-736 (No. 17) 1953. Partial Index 
*Advantages and Disadvantages of Kiintscher’s Method of Nailing in a 
General Hospital. E. Weyand.—p. 689. 
Simplifying Nailing of the Neck of the Femur. U. Glockner.—p. 700. 


Tumor-Like Endometriosis of the Thigh. A. Schulz and G. Zehrer. 
—p. 708. 


Aspects of Hemangiomas of the Knee Joint. G. Bertele.—p. 711. 
Experiences in 500 Intra-Arterial Injections. H.-J. Paulus.—p. 718. 


Kiintscher’s Method of Nailing: Advantages and Disadvan- 
tages.—-Weyand says that the first enthusiasm “for Kintscher’s 
method of nailing has given way to a more reserved attitude. 
At his own clinic nailing was employed in 67 fractures of 
tubular bones in 64 patients, that is, in a relatively small 
proportion of fracture cases seen at a general hospital. The 
number included 20 simple fractures, 44 compound fractures, 
and 3 pseudarthroses. Compound fractures were usually treated 
by medullary nailing, provided there were no contraindica- 
tions, such as cerebral concussion, shock, or unsuitable -loca- 
tion of the fracture. In closed fractures, however, nailing 
was restricted. Except for two cases, nailing was done by 
the open method, since, as a rule, the wound had to be treated 
anyway and the introduction of the nail is much simplified 
in this way. Furthermore, shock and fat embolism can be 
avoided. The author usually employed sulfonamides or peni- 
cillin. Although secondary healing has not been reduced since 
penicillin has been in use, suppurations of the soft parts, as 
well as of the bones, has been considerably reduced. In order 
to avoid complications caused by the nail itself the authors 
always used somewhat thinner nails whenever there was any 
doubt. For this reason, calcium sulfate (Plaster-of-Paris) casts 
or splints were used in addition to nailing, except in cases 
of fracture of the femur, in which the nail in itself insures 
adequate stability. Hospitalization generally was 8 weeks for 
fractures of the femur, 9 weeks for fractures of the leg below 
the knee (7 weeks in case of the humerus), and 12 weeks for 
fractures of the arm below the elbow. A definite reduction 
in the time of hospitalization, in comparison with former 
treatments, was achieved only in the case of fracture of the 
femur. Good position and its preservation as well as favor- 
able functional results were a decided advantage in all frac- 
tures treated by means of nailing. Despite fixation by bandages, 
active movements could be encouraged during the periods 
when the cast was changed, and still there was no need for 
concern about proper position or pseudarthrosis. Callus for- 
mation was good in fractures of the femur and of the humerus, 
but in cases of fractures below the knee or below the elbow 
it was less than normal in about 50% of the cases. Internal 
splinting seemed to be a particular advantage in cases in 
which the soft parts of the arm had been severely lacerated. 
In the three cases of pseudarthrosis, adequate rigidity was 
obtained in a relatively short time after nailing. The author 
found nailing particularly helpful in simple and compound 
fractures of the femur, also in fractures of the leg below the 
knee, provided the fracture was about in the middle, and in 
pseudarthrosis of the lower leg. In fractures of the upper and 
lower arm he recommends nailing only when surgical inter- 
vention is necessary or when internal fixation seems advan- 
tageous on account of severe destruction of the soft parts. 
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BOOK REVIEWS 


The Surgery of Infancy and Childhood: Its Principles and Techniques. 
By Robert E. Gross, M.D., D.Sc.. William E. Ladd Professor of Chil- 
dren’s Surgery, Harvard Medical School, Boston. Cloth. $16. Pp. 1000, 
with 1488 illustrations, drawings by Etta Piotti. W. B. Saunders Company, 
218 W. Washington Sq., Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W.C.2, 1953. 


When “Abdominal Surgery of Infancy and Childhood” by 
Ladd and Gross appeared in 1936, it was immediately accepted 
as authoritative and, indeed, the only current American text 
on the subject. Although reprinted in 1941 and 1947, it was 
never revised. As a result, the present volume has been long 
and eagerly awaited. Although written by Gross alone, this 
monograph follows the earlier work closely but covers a 
wider field. Although the title has been changed from “Ab- 
dominal Surgery” to “The Surgery of Infancy and Childhood,” 
there is nothing on orthopedic surgery, neurosurgery, or 
otolaryngology, and, though there is a short chapter on wringer 
injuries of the arm, there is nothing on fractures or acute 
osteomyelitis. On the other hand, urology is covered, in- 
cluding the plastic correction of hypospadius, and there is a 
short chapter on gynecologic disorders in the female infant 
and child. Harelip and cleft palate are not included nor is 
the care of thermal burns. Nearly 30% of the text is devoted 
to thoracic surgery, a field to which the author himself has 
made notable contributions. Because the present volume adds 
only this subject to the original abdominal surgery of Ladd 
and Gross, a more accurate tithe would have been “The 
Abdominal and Thoracic Surgery of Infancy and Childhood.” 
The book should be valuable for the detailed records of the 
author’s experiences in the Children’s Hospital at Boston. 
The improvements made in the past decade are clearly de- 
picted. The illustrations are excellent. Most of the step-by-step 
drawings of operation technique, however, are interesting 
enough to those well trained in surgery but are obviously 
inadequate for the use of those who are not and who might 
be tempted to operate on the basis of a series of well-executed 
and simple diagrams. For example, a herniotomy in an infant 
may look easy from such visual instructions, yet, unless the 
operator is sufficiently trained in the handling of fragile, easily 
damaged tissues, he may find himself performing an_ in- 
adequate and perhaps harmful operation. This is an important 
criticism, because the author clearly states that even the 
smallest babies can be operated on with safety and satis- 
faction if competent anesthetists are available and if the 
surgeon has experience in the field and is willing to make a 
delicate dissection and a careful handling of the parts. This 
conclusion, with which most well-trained surgeons and pedia- 
tricians would agree, is a departure from the previous policy 
of using a yarn truss until the child is one or two years old. 
This lesson still needs to be learned and widely adopted 
wherever adequate surgical treatment is available. Over 5,000 
deaths a year in the continental United States are still listed 
under hernia. Most of these could be prevented by early 
herniotomy. 

The chapters devoted to preoperative and postoperative 
care and anesthesia and to surgery in premature infants are 
especially noteworthy. An excellent though short page is 
devoted to psychogenic factors, so often neglected. An im- 
portant point in the water balance of infants is emphasized 
and should be more widely known, namely the tendency 
toward the administration of too much fluid parenterally. It 
is made clear that the water requirements for maintenance 
in the absence of deficits in the premature and newborn 
infant should be closer to 60 ml. per kilogram of body weight 
than the usually recommended 150 ml. and that serious 
complications may follow the use of the latter amount, espe- 
cially if the solution contains too much salt. 


These book reviews have been prepared by competent authorities but 
do not represent the opinions of any official bodies unless specifically 
so Stated. 


The sections on intestinal obstruction, including a new 
chapter on meconium ileus, should be valuable and _ illumi- 
nating. The fact that only one death occurred in 345 cases 
of peritonitis from perforated appendicitis offers ample justi- 
fication for the plan of early operation following adequate 
preparation as used in all of these patients. In performing 
appendectomy for acute appendicitis, the permissible error is 
often discussed in terms of the proportion of such cases in 
which a normal appendix is found. Although the experience 
in this large clinic in this regard would have been of great 
interest, it is not stated. 

The chapter on congenital malformations of the anus and 
rectum is excellent and complete except for the omission of 
treatment of rectovesical or rectovaginal fistulas that persist 
after the imperforate anus alone has been treated at birth by 
a perineal procedure. The combined abdominoperineal proce- 
dure performed in the newborn for a high-lying rectal pouch 
is well described and recommended but referred to as a 
“major undertaking.” As a word of warning to the untrained 
surgeon, this would certainly be a valuable comment, but 
for the adequately trained surgeon, it might be unnecessarily 
discouraging. The chapter on congenital megacolon is un- 
usually informative and includes a full and excellent descrip- 
tion of Swenson’s work. In the chapter on Meckel’s diver- 
ticulum, perforation is mentioned and illustrated, but general 
peritonitis as its sequel is not discussed under either pathology 
or clinical manifestations. Prolapse of the rectum, though 
briefly discussed in the earlier book, is omitted. Malrotation, 
which is always difficult to describe, is well presented and 
illustrated in a separate chapter. Ladd’s operation is described 
therein as a freeing and transferring of the cecum and as- 
cending colon to the left, but no mention is made of another 
and perhaps commoner type of malrotation also described by 
Ladd, in which the cecum and terminal ileum are freed and 
transferred to the right. 

This monograph in general is a source of useful, clearly 
presented information that not only will please the old readers 
of Ladd and Gross but undoubtedly will draw many new ones. 
It is an outstanding and significant addition to both surgical 
and pediatric literature. 


Diseases of Muscle: A Study in Pathology. By Raymond D. Adams, 
M.A.. M.D., Associate Clinical Professor of Neurology, Harvard Medical 
School, Boston, D. Denny-Brown, M.D., D.Phil., F.R.C.P., James Jackson 
Putnam Professor of Neurology, Harvard Medical School, and Carl M. 
Pearson, M.D. Cloth. $16. Pp. 556, with 347 illustrations. Paul B. 
Hoeber, Inc. (medical book department of Harper & Brothers), 49 E. 
34rd St., New York 16, 1953. 


This monograph, according to the authors, was “originally 
planned as a syllabus of the pathologic changes in skeletal 
muscle, to aid in the teaching of graduate students of neurol- 
ogy and pathology.” As the material to be included accum- 
ulated, they decided to undertake a systematic review of the 
general subject of diseases of skeletal muscle from the view- 
points of embryology, anatomy, physiology, and pathology. 
In doing so, they had the active cooperation of pathologists, 
anatomists, and clinicians in the Boston area. The result is a 
beautifully printed and illustrated book. 

The book is divided into three parts. Part | deals with the 
nature of skeletal muscle from the standpoint of embryology, 
anatomy, histology, chemistry, and physiology, with particular 
reference to muscular contraction and the relationship of the 
latter to neuronal activity. Part 2 is concerned with the patho- 
logical reactions of skeletal muscle, as for example, denerva- 
tion atrophy, atrophy of disuse, reaction to injury, regeneration, 
contracture, etc. Both experimental and clinical material is 
included. Part 3 deals with the pathological changes relating 
to diseases of muscle. Here a large number of muscular dis- 
eases is discussed with the aid of many excellent photo- 
micrographs. This book will be of particular interest and 
value to internists, neurologists, surgeons, and pathologists. 
An excellent index and hundreds of references will make it 
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helpful to all who may be interested in muscular disease. It 
is the first monograph of its kind in English, and, by its pub- 
lication, the authors and publishers have made a noteworthy 
contribution to this phase of American medicine. 


Operative Gynecology. By Richard W. TeLinde, M.D., Professor of 
Gynecology, Johns Hopkins University, Baltimore. Second edition. Cloth. 
$20. Pp. 902, with 416 illustrations. J. B. Lippincott Company, 227-231 
S. 6th St., Philadelphia 5; Aldine House, 10-13 Bedford St., London, 
W.S.2; 2083 Guy St., Montreal, 1953. 


Dr. TeLinde has prepared a valuable treatise on gynecologic 
surgery. The subject is handled in a clear, convincing, and 
unbiased manner. Sufficient detail is included to make the 
book valuable from the standpoint of the occasional gyneco- 
logic operator, and, at the same time, hints and suggestions 
valuable to men with considerable gynecologic experience and 
training are given. Preoperative care, anesthesia, postoperative 
care, and complications are very well treated, and their im- 
portance to the ultimate success of the procedures is empha- 
sized. The relationship of associated urological conditions, 
such as vesicovaginal and urethrovaginal fistulas and operative 
injury of the ureters, are carefully described, together with 
birth injury and prolapse of the vagina following supercervical 
as well as total hysterectomy. Malignant tumors of the uterus, 
their cytological diagnosis by the Papanicolaou smear method, 
and carcinoma in situ are thoroughly described. 

There is an excellent discussion of endometriosis, including 
the theories of its origin, and of adenomyosis. Gonorrhea is 
very well handled, and the conservative management of this 
disease is stressed. The newer aspects of the management of 
tuberculosis of the female generative organs and the applica- 
tion of the antibiotics and p-aminosalicylic acid to these 
infections are described. Culdoscopy is discussed and its ad- 
vantages and disadvantages pointed out on the basis of the 
author’s personal experience with the procedure. Ovarian 
tumors are well covered, and the practical difficulties of de- 
tection, differential diagnosis, and management are clearly 
pointed out. Such associated conditions, not strictly gynecologic 
but that may be encountered and must be treated by the 
gynecologist, as retroperitoneal tumors, hernias, diastasis recti, 
appendicitis, injury to loops of intestine, regional ileitis, and 
Meckel’s diverticulum are discussed. The final chapter, on 
estrogen therapy of the menopause, could have been omitted 
from a book on operative gynecology but was _ probably 
included for the sake of completeness. 

The book is printed on good paper with very legible type. 
The illustrations generally are clear and anatomically correct. 
They are done for the most part by excellent artists, for 
example, Max Brédel. Some of the photomicrographs might 
have been more valuable had they been in color. This book 
should be valuable in the library of the gynecologist, the 
general surgeon, the general practitianer who is occasionally 
faced with gynecologic problems, and for students, interns, 
and residents. 


The Fourth Mental Measurements Yearbook. Edited by Oscar Krisen 
Buros. Cloth. $18. Pp. 1163. Gryphon Press, 220 Montgomery St., High- 
land Park, New Jersey, 1953. 


While technically called a yearbook, this volume actually 
covers the period from 1948 to 1951. This is a comprehensive 
and critical review of various psychological treatises on mental 
measurements, and it reviews 793 tests by 308 reviewers. In 
addition to this, 429 books on measurements in related fields 
are reviewed. Over half of the tests have been reviewed by 
one or more expert reviewers. The tests reviewed are divided 
into the following categories: achievement batteries, character 
and personality, English, fine arts, foreign languages, intel- 
ligence, mathematics, reading, science, sensory-motor, social 
studies, vocations, and miscellaneous. Under the large miscel- 
laneous category are considered agriculture, business edu- 
cation, computational and scoring devices, etiquette, hand- 
writing, health, home economics, industrial arts, philosophy, 
psychology, record and report forms, religious education, 
safety education, and testing programs. 

The value of this book lies in its critical evaluation of most 
of the psychological tests in common use and even those in 
relatively uncommon use. The critical evaluations by experts 
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in this field are evident throughout the book: for example, 
Dr. Elton Hocking, in evaluating French I and II achievement 
examinations in secondary schools, states this test is not recom- 
mended for any circumstance and then goes on to explain that 
it is not recommended because of faulty construction in both 
French and English and poor layout typography and spelling. 
Another example of the carefully documented opinions is 
brought out, for example, by Jerome E. Doppelt in discussing 
the immediate test. It is a quick verbal intelligence test. He 
points out that in the determination of M.A. or 1.Q. much 
is dependent on the proper allocation of words to mental 
years and therefore the procedure used to assign words is 
of considerable importance. Dr. Doppelt points out that the 
manual under consideration is woefully inadequate on this 
point. The matters of control studies are looked into by most 
of the reviewers. This is a reference book of interest to all 
investigators or practitioners whose fields touch on psycho- 
logical testing. It is impossible to evaluate completely and 
critically a bock of this magnitude. 


The Book of Health: A Medical Encyclopedia for Everyone. Compiled 
and edited by Randolph Lee Clark, Jr., B.S., M.D., M.Sc., Director and 
Surgeon-in-Chief, University of Texas, Ga'veston, and Russell W. Cumley, 
B.A., M.A., Ph.D., Director of Publications, University of Texas. Second 
edition. Cloth. $10. Pp. 768, with some 1400 illustrations. Elsevier Press, 
Inc., 402 Lovett Blvd., Houston 6; 155 E. 82nd St., New York 28: 118 
Spuistraat, Amsterdam C, Netherlands, 1953. 


One of the most interesting and well-prepared books on 
health for the laity is this new addition to the field. The 
advisory board and the editorial board contain names known 
to almost everyone, and the book offers the culmination of 
what must have been a wealth of painstaking work. The book 
is beautifully prepared, is amply illustrated, is written in an 
understandable and straightforward manner, and unquestion- 
ably provides useful information in the way that will appeal 
to its users. It is not intended to be a guide for self-diagnosis 
and treatment but rather is a collection of information for 
those who are curious about health and disease. It contains 
some unusual informatiom, for example, what a donor may 
do with his eyes after death. There are many pictures, such 
as those relating to corneal transplantation, which some might 
believe have no place in a book of this type, but, on the other 
hand, in this present day and age when the public is so curious 
about health matters these illustrations will do much to satisfy 
this curiosity. For physicians who wish to recommend a book 
to patients, this one will be satisfactory. As a source of answers 
to “how” and “why,” it can be highly recommended. 


Children in Play Therapy: A Key to Understanding Normal and Dis- 
turbed Emotions. By Clark FE. Moustakas. Cloth. $4.50. Pp. 218, with 
illustrations. McGraw-Hill Book Company, Inc., 330 W. 42nd St., New 
York 18; 95 Farringdon St., London, E.C.4, 1953. 


Playroom scenes make up most of this seven-chapter book 
in which actual case studies have been recorded and interpreted 
in some instances. Both normal children with mild difficulties 
and children with severe emotional problems are considered. 
Clues to underlying causes of the abnormal attitudes are 
provided in the conduct of the children, and, at the same 
time, guides are given to proper solution of the maladjust- 
ment. In one unusual approach, the cooperation of an entire 
family is given in great detail as problems of a 4-year-old 
daughter are resolved. This chapter contains interviews, 
reports of play sessions in which the mother is a participant, 
and interpretations and fills more than 100 pages. 

Attitudes and the therapeutic process in this relatively new 
field are considered in the first chapter, and, in the second 
chapter, the significance of play therapy as a valuable mental 
hygiene preventive program is emphasized. Play therapy can 
be a satisfactory outlet at times for normal children, helping 
them to solve temporary home problems. This is illustrated 
in another chapter, in which several cases are presented and 
discussed. Similar presentations are utilized in the chapter 
dealing with disturbed children. 

Parents and teachers having to cope with emotional dis- 
turbances in children will undoubtedly find this volume of 
considerable value as a source of insight and helpful sugges- 
tions on attitudes that may relieve difficult situations. 
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QUERIES AND MINOR NOTES 


BLOOD TEST FOR CANCER 


To tHE Epitor:—Is there a reliable blood test for cancer? 
What is the West-Hilliard test for cancer? 


Arthur L. Gaetani, M.D., Milton, Mass. 


ANSWER.—There does not appear to be any blood test that 
will categorically indicate the presence of cancer. A number 
of serological tests have been proposed in recent years but 
these appear to be nonspecific and of little practical value. 
The West-Hilliard test was reported in Proceedings of the 
Society of Experimental Biology and Medicine (71:169, 1949). 
The authors described a proteolytic enzyme inhibitor in the 
serum of patients with a variety of pathological states in- 
cluding neoplastic disease. They stated that if the patient is 
doing poorly there is a high antichymotrypsin level, whereas 
this titer is reduced if clinical improvement occurs. They 
propose (Cancer 4:177, 1951) that the ratio of antichymo- 
trypsin to antirennin may be of value in following the progress 
of cancer. When the antirennin level is high and the anti- 
chymotrypsin level is low, tumor growth is arrested, whereas, 
if the situation is reversed, the tumor is growing. 


PARKINSON’S SYNDROME AND TRAUMA 


To 1HE Eptror:—Parkinson’s syndrome developed in a patient 
about two months after he had a moderately severe con- 
cussion, Nielsen, in his book on clinical neurology, states 
that there is increasing belief that trauma is an important 
causative factor. Please discuss this opinion, 


Horace Hagen, M.D., San Luis Obispo, Calif. 


ANSWER.—The question is not entirely clear, since “Parkin- 
son’s syndrome” is not a discrete entity. Parkinson described 
only the progressive degenerative form. Symptoms of lethargic 
encephalitis, manganese poisoning, asphyxia, and occasionally 
tumors may simulate but do not duplicate the degenerative 
“true” parkinsonism. The inquirer does not accurately quote 
Nielsen (Textbook of Clinical Neurology, New York, Paul B. 
Hoeber, 1946, p. 192), who wrote, “There is considerable evi- 
dence accumulating to indicate that the syndrome may be pre- 
cipitated by trauma. It seems impossible for trauma to be the 
entire cause but it probably can be an exciting factor.” It is 
true that the degenerative form may be precipitated by trauma, 
such as the inquirer describes, but it is assumed that the disease 
was latent, perhaps even present, before the concussion and 
that it caused the symptoms to appear sooner than they other- 
wise would have appeared. Aggravation of a preexisting con- 
dition is the most that can be ascribed to the trauma. 


LEG CRAMPS DURING PREGNANCY 
lo THE Epitor:—/n my obstetric practice, I frequently see 
patients in the third trimester who have nocturnal leg 
cramps, although they receive adequate amounts of calcium. 
What therapy is indicated in these patients? 
O. J. Kirksey, M.D., Mulberry, Ark. 


ANSWER.—Cramps in the legs during pregnancy are pain- 
ful, tetanic contractions of the gastrocnemius muscle that 
commonly occur early in the morning and oftenest between 
the 24th and 36th weeks of pregnancy. They are preceded by 
stretching and relaxing of the calf muscles. They can be re- 
lieved in many cases by daily administration of 10 mg. (‘6 
grain) of thiamine hydrochloride. During an attack, massage 
and/or standing on a cold floor, such as the floor of a bath- 
room, help. E. W. Page and E. P. Page (Obst. & Gynec. 1:94 
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[Jan.] 1953) maintain that large quantities of milk or dicalcium 
phosphate cause a predisposition to muscular tetany. The 
consumption of milk causes a fall in diffusible calcium and 
a rise in the inorganic phosphorus concentrations of the blood. 
According to Page and Page, leg cramps may be either pre- 
vented or relieved to a significant degree by (a) reducing the 
intake of milk, (5) using calcium salts free of phosphorus, or 
(c) adding small quantities of aluminum hydroxide gel to the 
diet to remove some of the dietary phosphorus from the 
intestinal tract. The reduction of milk and the addition of 
aluminum hydroxide gel to the diet relieves leg cramps by 
causing a rise in the ionizable calcium concentration of the 
blood. 


ASCHHEIM-ZONDEK TEST 

To THE Epitor:—What conditions other than pregnancy will 
cause a positive result in the Friedman or Aschheim-Zondek 
test? I have been unable to find the answer in any of the 
available textbooks. M.D., New York. 


ANnSwer.—The Greenhill-DeLee “Textbook of Obstetrics” 
(ed. 10, Philadelphia, W. B. Saunders Company, 1951, page 
125) says, “A positive reaction to the Aschheim-Zondek or 
other biologic test does not always indicate the presence of a 
pregnancy, a hydatidiform mole or a_ chorionepithelioma. 
Occasionally a positive reaction will be obtained in the follow- 
ing conditions: (1) ovarian cyst, especially a persistent corpus 
luteum, (2) during spontaneous or artificial menopause, (3) 
tuberculous salpingitis, (4) menstrual disorders, (5) during treat- 
ment with anterior pituitary preparations, (6) pelvic inflamma- 
tory disease and (7) carcinoma.” 


EFFECT OF ANTIHISTAMINES IN| COAGULATION 
TIME 


To THE Eprror:—/s there any evidence that bleeding and 
coagulation times are affected by antihistamines? Is a woman 
more likely to bleed post partum if she has taken antihista- 
mines in therapeutic doses prior to delivery? 

Robert G. Brown, M.D., Redwood City, Calif. 


Answer.—Gerhard Zetler (Alin. Wehnschr. 29:255 [April 1] 
1951) says there is nothing in the literature about the effect 
of antihistamines on blood coagulation; therefore, he performed 
experiments on rabbits. He found the following changes were 
produced in blood coagulation time calculated in per cent of 
normal: histamine, —19%,; antazoline (Anistine) hydrochloride, 
pyrilamine (Neo-Antergen) maleate, histamine 
plus antazoline hydrochloride, -9.4%,; and histamine plus 
pyrilamine maleate, +7.8%. R. Fikentscher and M. Meyhoefer 
(Med. Monatsschr. 3:922, 1949) found only one case of profuse 
genital bleeding produced by antihistamines (case of Walther 
reported by R. Schubert) in the literature. Likewise, labor-like 
uterine contractions were produced in the premenstrual period 
after intravenous injections of antazoline hydrochloride in one 
of Walther’s cases. Fikentscher and Meyhoefer report bleeding 
from the uterus as a side-effect of antihistamine therapy. They 
observed three cases within six months. There was no doubt 
that the bleeding was produced outside of the time of normal 
menstruation. In two cases, the bleeding followed one large 
dose of antazoline given in the midmenstrual interval. In the 
third patient, several doses were given before the bleeding 
occurred. In all the cases, the bleeding stopped when the 
medication was withdrawn. The authors say that antihistamines 
should be given with care to women who have profuse menses 
and, above all, to those who are pregnant. In all cases of 
bleeding of unknown origin, one must think of previous oral or 
parenteral administration of antihistamines as a possible cause. 
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M. C. Shelesnyak (Am. J. Physiol. 170:522, 1952) says that 
unpublished data (Shelesnyak and Davies) on the influence of 
subcutaneously administered diphenhydramine (Benadryl) 
hydrechloride on pregnancy suggest that, in mice treated with 
the drug during the approximate time of natural placentation, 
interference with nidation occurs, since pregnancy does not go 
to term. T. W. McElin and B. T. Horton (Am. J. M. Sc. 
218:432, 1949) studied the effects of histamine during preg- 
nancy and said that postpartum bleeding did not occur in any 
of their cases. §. Lundin (Nord. med. 45:436, 1951) reports a 
case Of hemorrhagic diathesis and renal insufficiency following 
antihistamine medication for pruritus gestationis. The bleeding 
manifested itself in hematuria and cutaneous and mucosal 
hemorrhages and ran a course with lowered prothrombin con- 
tent and prolonged coagulation time. The accompanying renal 
insufficiency was of lower nephron nephrosis type. The author 
considers the condition to have been due to a lesion of the 
parenchyma following the medication. The patient was restored 
to health. 


ULCERATIVE PHARYNGITIS AN INFANT 
To tHe Epiror:—A normal 3-month-old child was given his 
first injection of tetanus and diphtheria toxoids with pertussis 
vaccine combined (alum precipitated). Six days later he had 
anorexia, a low-grade fever, and ulcerative pharyngitis. 
Penicillin appeared to help and dysphagia and anorexia was 
speedily relieved, but the ulcers were not changed in 
appearance.’ After 10 days the ulcers appeared to he heal- 
ing. At this time administration of oxvtetracycline (Terra- 
mycin) for four days appeared to speed up healing of the 
ulcers. The patient was subjected to the second injection of 
the toxoids combined with the vaccine. About 8 days later, 
and again, within 48 hours after the injection, the mother 
noticed a similar pharyngeal ulceration. This time the re- 
sponse was as good or better to diphenhydranine (Benadryl) 
than it had been to penicillin during the initial flare-up. 
Oxytetracycline was given as well as diphenhydramine, and 
healing was speeded up. It has heen suggested that the 
pertussis component was responsible for these two reactions, 
or that the baby harbors a herpes-like virus, the resistance 
to which is temporarily lowered by the injections. It has 
heen suggested that the third injection he given guardedly 
in divided doses according to his reaction to each injection. 
An older sibling shows a definite allergic reaction of a 
nasal type. 1 shall appreciate an opinion on this unusual 
phenomenon and recommendations as to further immunizing 


procedures, J. R. Burnett, M.D., Effingham, Ill. 


ANSWER.—The administration of various antigens to infants 
has been blamed not only for local (cystic) and systemic 
(febrile) reactions, but also for proxysmal cough, convulsions, 
encephalopathy. and poliomyelitic paralysis of injected limbs. 
This is perhaps the first reported instance in which the pertussis 
component of tetanus and diphtheria toxoids with pertussis vac- 
cine combined is blamed for recurrent anorexia, dysphagia, and 
ulcerative pharyngitis. This repeated coincidence of a hitherto 
unreported seque! to antigen administration makes it seem 
that an extraneous factor of one kind or another precipitated 
the localized infection of the buccal mucosa. It is conceivable 
that regional blanching of the pharynx due to aspirin in an 
infant so young might create a spot of lessened resistance. 
The query failed to state whether the infant’s throat appeared 
normal when carefully inspected by the physician before the 
antigen was given, whether medicaments, such as aspirin (in- 
sufficiently dissolved and diluted), were given after both 
injections, or whether, to placate the fretful infant, the mother 
introduced into the infant's mouth a contaminated pacifier or 
nipple. In infants so young, potent antibiotics should be used 
only against specific bacterial infections® Splitting the final 
dose of the toxoids and vaccine might be tried, but it seems 
doubtful whether this would influence the recurrent viral 
pharyngitis very much. One should be certain that an injection 
technique is flawless (see THE JOURNAL, Aug. 1, 1953, page 
1314). 


J.A.M.A., Nov. 28, 1953 


PSORIATIC ARTHRITIS 


To tHE Epitor:—/ have psoriatic arthritis; the course of the 
arthritis follows closely the progression of the psoriasis. 
The only effective treatment in the past has been potassium 
arsenite (Fowlers) solution, which brings about an almost 
complete remission. | would appreciate information on the 
toxic effects of potassium arsenite solution and the thera- 
peutic value of any other arsenic preparation without the 
toxicity of potassium arsenite solution. 

M.D., New Mexico. 


ANSWER.—TIreatment of psoriasis by means of arsenical 
preparations may cause remission of skin eruptions. This 
improvement, however, is generally temporary. Because the 
disease is so long-lasting and because of the high incidence of 
relapses, the use of arsenic-containing preparations probably 
is undesirable. If one were to repeat application of arsenic- 
containing medications each time a relapse occurs, the patient 
would undoubtedly suffer arsenic intoxication. 

Acute arsenic poisoning, as occurs in suicide attempts with 
arsenic-containing substances, following accidental ingestion of 
copper acetoarsenite (paris green) or rat poison is characteris- 
tically accompanied by intense abdominal pain, diarrhea, and 
vasomotor collapse. Death may follow within a few hours if 
sufficient amounts are taken. Chronic arsenic poisoning, as 
occurs after prolonged administration of potassium arsenite 
(Fowler's) solution, is rare today. A few decades ago, however, 
when arsenic was widely used in medicine, this type of poison- 
ing was not infrequent. Long-continued administration of 
potassium arsenite solution, or the other arsenic-containing 
preparations described in the Pharmacopeia, may induce 
peripheral neuritis, paralysis, anesthesias, and neuritic pains. 
The skin may show edema, brown pigmentation, and hyper- 
keratoses, and the latter may progress to epithelioma forma- 
tion. Anemia of the hypochromic type, anorexia, gastric dis- 
turbances, episodes of diarrhea, perforation of the nasal 
septum, and encephalitis may occur. Confirmation of the 
diagnosis of chronic arsenic poisoning is made by demon- 
strating arsenic in the urine, stools, hair, or nail clippings. 

More satisfactory and far safer than arsenic for treatment 
of psoriasis is the Goeckerman treatment. The procedure is 
entirely free of hazards of toxicity. The patient is instructed to 
remove as many of the scales as possible by soaking and 
rubbing with cloths or soft brushes. Thereafter, an ointment 
containing crude coal tar is applied. The following formula is 
satisfactory. crude coal tar, 16 parts; zinc oxide, 16 parts; 
starch, 125 parts: and petrolatum (Vaseline), 240 parts. The 
ointment is usually applied at night. In the morning it is 
removed by scrubbing with soap and water, and thereafter 
a generalized ultraviolet light treatment is given with a lamp. 
This process may be repeated daily until the eruption is under 
control. Treatments should be repeated from time to time 
whenever the eruption tends to reappear. For patients with 
arthritis as well as psoriasis, general measures, such as ade- 
quate rest, removal of infected foci, and attention to diet so 
as to provide an optimum intake of basic foods, should be 
encouraged. In addition, physical therapy is usually worth 
while, and consideration may be given to the concomitant 
administration of gold, cortisone, corticotropin (ACTH), and 
other medicaments. 


EXTERNAL MEASUREMENT OF THE HEART 

To THE Epiror:—Where can 1 find a chart giving averages 
for the cardiothoracic ratio in relation to height and weight 
charts? Robert H. Bossert, M.D., Paso Robles, Calif. 


ANSWER.—It is believed that any external measurement of 
heart size is not accurate, although it does provide a workable 
scheme in some instances. Errors occur particularly in cases 
of mitral stenosis in which the anterior-posterior diameter is 
increased and in which there is encroachment on the retro- 
cardiac space. It is also true that in persons with enlargement 
of the outflow tract of the heart, distortion of the cardiac 
silhouette may be mistaken for myocardium. 
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The prediction table most commonly used for the average, 
normal transverse diameters of the heart silhouette based on 
the teleoroentgenogram is the one developed by Ungerleider 
and Clark and reported in the American Heart Journal (17:92, 
1939). Another table frequently used for the prediction of 
average. normal orthodiagraphic measurements of the trans- 
verse diameter of the heart is the one by Hodges and Eyster 
reported first in the Archives of Internal Medicine (37:711, 
1926). Those tables are reproduced in the new, fifth edition 
of the New York Heart Association’s “Nomenclature and 
Criteria for Diagnosis of Diseases of the Heart and Blood 
Vessels” available at any office of American Heart Association. 

Gonzalo Esguerra Gomez of Bogota, Colombia, published 
in Radiology (August, 1951) “The Importance of the Relation 
Between the Anthropometric Index and the Transverse Cardiac 
Diameter for Appraising the Size of the Heart.” The Medical 
Department of the Equitable Life Assurance Society of the 
United States has published an interesting brochure on roent- 
genology of the heart. 


ODOR OF CARBON TETRACHLORIDE 
IN DRAFTING ROOM 


To tHE Eprror:—I/n the drafting room of a local engineering 
company, carbon tetrachloride is used to clean drawings 
before blueprints are made. A large bit of cotton is saturated 
hy pouring the carbon tetrachloride from a jug; the draw- 
ings are then vigorously scrubbed with the saturated cotton. 
This process is repeated for varying lengths of time during 
each working day so that for perhaps half of each day the 
air in the drafting room is permeated with a strong odor 
of carbon tetrachloride. There are no special provisions 
made for ventilation, Ils it necessary to have an analysis 
of the air in this room? Would you recommend that a 
special hooded, forced draft booth be used for the cleaning 
of these drawings with carbon tetrachloride? 


Victor T. Hudson, M.D., Mobile, Ala. 


ANSWER.—As described, this procedure is perilous. No air 
analysis is required. The concentration of fumes just above the 
drawing being cleaned inevitably will be high. A booth with 
an exhaust will provide some protection, but the cleaning 
involves close application, so that the draftsman would be 
required to thrust his head into the booth. Some general room 
ventilation of mechanical type is in order. Methylchloroform, 
a less harmful agent, may be a suitable substitute for the 
carbon tetrachloride, but this chemical may be corrosive for 
some metal drafting instruments. Methylene chloride or a 
50% mixture of methylene chloride and toluene may serve 
better. If neither of these cleaning agents is suitable, some 
other less dangerous substitute should be found. 


RENAL CALCULI 

To THE Eprror:—A 40-year-old patient from India has lived 
in Singapore for the past 20 years, and for the past 20 
years he has had kidney stones. He has pyuria but very 
little pain, no temperature, dysuria, hematuria, or increased 
urinary frequency. He has normal blood calcium and phos- 
phorus. His urine culture shows Staphylococcus aureus 
hemolyticus. His heart, blood pressure, and electrocardio- 
gram are normal, Some physicians have advised operation, 
but others say he should be operated on only if obstruction 
develops. Which advice should he take? 


M.D., New York. 


ANSWER.—The question of operating on a patient having 
multiple, large renal stones that are causing no symptoms other 
than pyuria, frequently presents itself. There are many factors 
involved. If there is evidence of renal retention, surgical 
treatment is indicated. This would be particularly true if the 
patient has a horse shoe kidney. Another factor indicating 
surgery would be an increasing degree of renal insufficiency. 
No data in regard to renal function are included in the de- 
scription of this case. If the blood urea is normal and the 
function from either half of the kidney is equal, there would 
not be much indication for immediate surgical interference. 
Renal surgery would not be advisable unless the patient is 
living in a community where expert renal surgery, with the 
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aid of renal fluoroscopy at the operating table, and excellent 
postoperative urologic treatment were available. Before a final 
answer could be given, a complete urologic study would be 
essential. Under the circumstances, therefore, it would seem 
that in this case the lesion would be better left alone. 


A BRUIT IN THE LEFT EAR 


To tHe Epitor:—A white woman, 34 years old, with physical 
examination entirely noncontributory, developed a_ high- 
pitched bruit in the left ear when she was seven months 
pregnant. Now, four months after delivery, the sound con- 
tinues, varying slightly with emotional circulatory changes. 
I! have been able to hear the sound with my ear against 
hers. It is a very disagreeable, high-pitched bruit, syn- 
chronous with the pulse. It would be disturbing even to a 
sluggish mentality but is particularly so to this highly sensi- 
tive patient. Is there any treatment? 

Malcolm B. Wilcox. M.D., Kearney, Neb. 


ANSWER.—A bruit that can be heard with the ear or by 
Stethoscope is vascular and can originate from the external 
carotid or one of its branches about the ear or from the sig- 
moid sinus and jugular vein. The only effective treatment is 
surgery. It usually is necessary to Operate with the patient 
under local anesthesia and occlude the carotid and jugular 
veins in succession to determine from which source the noise 
arises. 


OOPHORECTOMY AND BREAST CANCER 

To tHE Epitor:—Whart is the status of oophorectomy as a 
prophylactic measure in breast cancer? Can vou give some 
criteria for selecting cases for this treatment? 


M.D., New Jersey. 


ANSWER.—Oophorectomy as a_ prophylactic measure in 
breast cancer has not been effective in reducing the incidence 
of recurrence or in increasing the time interval from the 
Original treatment until the disease has recurred. In instances 
of recurrence of the disease after surgical and radiation treat- 
ment, oophorectomy and the use of androgens or estrogens, 
depending on the age of the patient, has held the disease in 
check for various pericds of time and, in some instances, has 
caused complete regression. In breast cancer complicating 
pregnancy, bilateral oophorectomy at the time of cesarean 
section has produced regression in a number of cases treated 
in our clinic. It has been recommended as a routine procedure 
in this situation. 


DIATHERMY 

To THE Epiror:—What, if anv, advantage does microwave 
diathermy have over short wave diathermy? Is there any 
evidence that microwave diathermy may cause cancer? 


Charles D. Rollins, M.D., Henderson, N. C. 


ANSWER.—Both short wave and microwave diathermy are 
used therapeutically to heat tissues. Since both are effective 
heating agents, it is difficult to say that one has any particular 
advantage over the other. There is no evidence to show that 
either produces cancer. 


DIPLOPIA 
To tHe Epitor:—/s double vision sometimes observed follow- 
ing ankylosis of the temporomaxillary joint? If so, is it 
directly related to ankylosis? 
E. Trible Gatewood, M.D., Richmond, Va. 


ANSWER.—There is no definite clinical association between 
diplopia and ankylosis of the temporomandibular joint. The 
only association between this joint and the ocular muscles is 
the Marcus Gunn phenomenon in which there is elevation of 
a ptosed eyelid in association with opening of the mouth or 
lateral movements of the jaw. In addition, palsy of ocular 
muscles in association with the jaw winking has been described. 
The disease is considered to be either nuclear or very close to 
the nuclei. 
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PREVENTION OF ERYTHROBLASTOSIS 

To 1He Epitor:—A woman is five months pregnant and on 
at least one previous occasion she had difficulty because 
she is Rh-negative and the child was Rh-positive. Tests for 
blocking type of Rh antibody show a strong positive reaction 
in a 1:16 dilution and a weak positive reaction in a 1:32 
dilution. The patient’s husband is Rh-positive but is known 
to be heterozygous. Is cortisone of any value in such situ- 
ations? What is the best treatment in this case? 


William L. Gates, M.D., Sherrill, N. Y. 


ANSWER.—The use of cortisone in erythroblastosis has 
proved disappointing. It has not prevented the sensitization 
of babies nor has it resulted in a better prognosis for babies 
already sensitized. The antibody titer is a poor prognostic 
guide. Preparations should be made prior to the delivery for 
an immediate exchange transfusion if the newborn has a 
positive Coombs test and a hemoglobin level of less than 
1S gm. per 100 cc. if the serum bilirubin level rises above 
20 mg. per 100 cc., the exchange transfusion should be 
repeated. It may be necessary to carry out this procedure 
three or four times in the first 48 hours in order to keep 
the serum bilirubin content at a safe level. Experience has 
demonstrated that these multiple exchange transfusions pri- 
marily reduce the bilirubin level and thus prevent serious 
damage to the baby by this toxic substance. Multiple exchange 
transfusions have improved tremendously the prognosis of 
the baby with erythroblastosis who is born alive. 


RHINOLALIA 


To 1HE Epitor:—Because of progressive deafness due to mid- 
dle ear disease an adenotonsillectomy was done on a 5- 
year-old boy. Preoperatively his voice was normal, but post- 
operative marked rhinolalia has persisted for four months 
with no improvement. In infancy a cleft soft palate was 
successfully repaired. What is the treatment and prognosis? 


M.D., New York. 


ANSWER.—A patient who is born with a cleft palate may 
have an abnormality involving the pharyngeal opening of the 
eustachian tube. This does not always occur, but sometimes 
when it does occur, difficulty in hearing may ensue. Prior to 
the adenotonsillectomy performed on this 5-year-old patient 
who had a cleft of the soft palate repaired in infancy, speech 
was normal. The postoperative rhinolalia may be due to scar 
contraction of the anterior pillars. One must also consider 
any injury to the soft palate during the operation. If scar 
has resulted in the soft palate because of the operation, nasal 
speech may result. This situation can frequently be corrected 
by means of massaging the palate and speech therapy by a 
person trained to handle children with cleft palates. The results 
should be very satisfactory. 


HAZARDOUS DRY CLEANING AGENTS 
To THE any form of toxic peripheral neuritis 
caused by the chemical reagents commonly used in dry- 
cleaning establishments? 
Stanley L. Clayton, M.D., Denison, Texas. 


ANSWER.—The chief dry cleaning solvents at this time are 
chlerinated hyd. x»carbons such as carbon tetrachloride and 
trichloroethylene and petroleum derivatives such as naphtha 
and Stoddard’s solvent. On a numerical basis, the major 
opportunity for exposure in a dry cleaning plant is the spot 
remover’s table. This work is a petty art rather than a science 
or a trade, as every spot remover cherishes a few secret con- 
coctions so that the range of possible exposure is high. Such 
harmful substances as hydrofluoric and oxalic acids are likely 
to be on every spot remover’s table. Notwithstanding mu'tiple 
possible exposures, it is not known that any of these substances 
provoke peripheral neuritis as the sole and characteristic re- 
sponse. On a remote basis, however, it is possible to associate 
peripheral neuritis with the chemicals of the dry cleaning 
trade. Some substances like carbon tetrachloride interfere with 
vitamin metabolism. In the presence of certain vitamin defi- 
ciencies, peripheral neuritis is commonplace. 


J.A.M.A., Nov. 28, 1953 


ACTINIC DERMATITIS 

To THE Eptior:—A girl, aged 312, has “actinic” dermatitis. 
This child has a maternal aunt with proved lupus ery- 
thematosus and another maternal aunt with “probable” 
lupus. The texthooks state that exposure to sunlight in such 
a patient should be avoided. This is practically impossible 
in a preschool child. 1 wonder if any time limit per week 
should be set and if various lotions that are recommended 
for protection are worthy of use. 

Robert L. Pavy, M.D., Lafavette, La. 


ANSWER.—Lupus erythematosus is not thcught to be a 
gene dermatosis. Some patients with lupus erythematosus are 
sensitive to sunlight. The child with actinic dermatitis should 
be helped by application of the following cream to the exposed 
areas Of skin: 15% p-aminosalicylic acid and 15% titanium 
cioxide in hydrophilic ointment—U.S.P. and by the wearing 
of a hat, long sleeves, and jeans. In the fall it would be well to 
expose her skin to gradually increasing amounts of sunlight. 


CRIMINAL ABORTION EIGHT YEARS AGO 


To tHE Eptror:—Are there any residual physical signs that 
would be valid as court evidence to prove that a woman 
had a criminal abortion 8 to 10 vears before? She has had 
marital sex relations. There has been no pertinent gyneco- 
logic disease. The woman has had no children since the 
abortion, M.D.. New York. 


ANSWER.—It_ is extremely doubtful that one could find 
specific physical evidence of a criminal abortion carried out 
8 or 10 years previously. Evidences of trauma to the cervix 
need not be ascribed specifically to an abortion. Residual 
evidences of pelvic inflammatory diszase and failure to con- 
ceive could have their origin in conditions other than an 
abortion. 


SINUSITIS IN| CHILDREN 


To tHe Epiror:—/n the Sept. 26, 1953, issue of THE JOURNAL 
in the answer to a question about the treatment of sinusitis 
in children, no mention is made of x-ray therapy, which is 
a valuable adjunct in the treatment of this disease. It should 
he seriously considered whenever a child fails to respond to 
the usual conservative treatments. As indicated in my paper 
in the Journal of Pediatrics (39:223 [Aug.] 1951), and as 
supported by many authorities, x-ray therapy is definitely 
worth trying before antrostomy or any operation is con- 
templated. Harold Levy, M.D. 

750 St. Marks Ave. 
Brooklyn 16, 


TREATMENT FOR CORAL SNAKE BITES 

To THe Eprror:—I/n the Queries and Minor Notes on “Treat- 
ment for Coral Snake Bites” (THE JOURNAL, Sept. 12, 1953, 
page 173) the consultant answered “The rational treatment 
for coral snake bite would be, of course, the administration 
of suitable antivenin but the consultant is certain 
whether such antivenin is available.” In preparing 
material for publication I have recently had occasion to 
read a bulletin that sheds additional light on this subject. 
The authors of the bulletin “Wenomous Snakes of Texas 
and the First Aid Treatment of their Bites” (Bulletin No. 31, 
Texas Game and Fish Commission, Austin, Texas) State, 
“Because coral snakes cause such few bites in the United 
States no serum to neutralize the venom is manufactured 
in this country but in South America where these snakes 
are common and reach a length of five feet a serum against 
the poison is being produced by the Instituto Butanian at 
Sado Paulo, Brazil. This serum is sometimes available at the 
larger zoos throughout the United States.” 


Charles Varga, M.D. 
Kaiser Foundation Northern Hospitals, 
Vancouver, Wash. 
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